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Te contents of this book grew naturally over 
some seven years in response to the necessity of 
advocating the means of meeting the needs of children. 
This collection of public addresses and policy statements 
from UNICEF in South Asia brings together a variety of 
topics and themes in the context of action for children by all 
those in society who can and must move on their behalf. 

As will be seen from the contents, the subjects have been 
grouped in functional categories for convenience of re- 
ference. All the same, the basic UNICEF approach of 
convergent services for the same child at the same time is 
reflected in each statement. This is so because the multiple 
needs of children can be met only by a many-sided, trans- 
sectoral approach, beyond the separated disciplines of 
knowledge. 

The particular occasion and date on which the speech or 
statement was made, are indicated in the notes on page 351. 
The audiences were mostly those who made or influenced 
public policies, programme managers, professional cadres 
and service groups in and outside government. The effort 
on each occasion was to use communication as an instru- 
ment to improve the condition of children by encouraging 
concurrent activities by different social groups and insti- 
tutions, each in its own chosen field but in an interactive 
way. The discussion maintains a social perspective and is as 
non-technical as could be. 

The speeches and statements were made by the UNICEF 
Regional Director for South Central Asia, Mr David P 
Haxton, except in a few cases when the Deputy Regional 
Director gave the address (see notes). In presenting this 
book, asa priced publication, UNICEF is influenced by the 
fact that much of its content has generated a positive 
interest beyond the original audience. 
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1 Introduction 


HERE is, as always, a natural, universal sympathy for the child in need. 

Perhaps for the first time in history, the world has also the means—material, 
technological and institutional—to translate this sentiment to organized, effective, 
time-bound action. 

Nevertheless, there are millions of children, maybe around half the present global 
total of over 1800 million, at different levels of risk. And not all of those who survive 
grow into healthy, productive adults. While the humanitarian aspect is poignant, the 
historical prospect is disturbing because progress in the coming century, depends, 
above all, on conditions of children today. 

This picture of paradox is as true of South Asia as elsewhere. About a fourth of the 
world’s children are born here and of them over a tenth die within the first year of life. 
This certainly does not prompt parents to limit the family size. 

That this situation is rooted in material poverty is known. That it can be changed 
substantially for the good of children, and changed fairly soon, is the justified hope that 
runs as a thread linking together the themes and chapters of this book. Yes, it can be 
transformed through communication at the family level leading to community action, 
in a process which contributes to hastening the end of poverty itself. The success of this 
aim is conditional on several factors, like political decision, professional support and 
community organization to apply the knowledge, and the resources of many kinds, 
that are already available. 

This is not to say that the health and development of all the children will be assured 
without a major shift in development strategy. True, taken in the aggregate, the 
magnitude of the task is formidable. Left mainly to the devices of government, the 
nurturing of the human potential may prove too complex. Nor has a fragmentary 
approach to the several factors of development, such as, education, nutrition, health, 
environment and human contribution been conspicuously effective. An approach 
altogether different from the familiar appears necessary, placing the family and the 
community at the centre of the scheme, with clearly defined and mutually complemen- 
tary roles for voluntary organizations, professional groups, government agencies and 
international organizations. 

This is the context in which the U. nited Nations Children’s Fund has sought to assist 
not just the survival of children, but also their vigorous growth, even at modest levels of 
current national development. As the lead agency within the United Nations system 


xii The Child in South Asia 


for children, UNICEF seeks to combine the processes of humanitarian relief and 
development support. An alleviation of suffering, an improvement in the situation 
which causes it and a modification of the structures which permit it, are aspects of the 
same development effort. In this view, short-term interventions in the child’s life like 
immunization against disease, medium-term support of nutrition for growth and long- 
term opportunities for learning, are necessary parts of the same continuum, enhancing 
the life of the mind as well as of the body. 

There is already a wealth of experience to draw upon, as reflected in the conceptual 
refinements achieved through global consultations, during and after the 1970s. The 
basic services strategy has evolved specifically to address the needs of developing low- 
income communities to organize services based in the community itself, planned and 
supported by—and responsible to—the people of that community. Endorsed by the 
UN General Assembly in three consecutive years, 1975, 1976 and 1977, this strategy is 
outlined in appendix B at the end ef this book. As will be seen, it conforms to a 
democratic framework which is essential to the solution of social issues. Translated to 
the field of health, this approach was articulated in the concept of primary health care at 
the Alma Ata Conference in 1978. Its more important recommendations are given in 
appendix C. Accordingly, the UNICEF mandate for children clearly calls for a shift in 
programming beyond sectoral efforts to engage the community in the process of social 
development with a primary focus on the child. 

The strategy of basic services and the concept of primary health care can be applied 
in any country, by relating them to the specific conditions in the country and by 
enlisting all elements of possible support within, and even outside the national 
community. This country programming approach starts with a systematic gathering of 
country intelligence in demographic, political, socio-economic and cultural categories. 
Correlated to UNICEF policies, strategies and the institutional memory of field 
experience, this exercise leads to a country specific analysis of priorities, policies, plans 
and programmes related to children. The situation of children is analysed in terms of 
problems, needs and means of response including opportunities, resources and allies. 

Such an analysis would encompass not only the factors of development, such as 
education and communication, health and human effort, but also the needs of different 
stages in the life of the child—life before birth, infancy, early childhood, pre-school 
years, primary school age and adolescence. The means of meeting the multiple and 
changing needs of the child are explored and appraised in relation to the mother, the 
family and the community. Such an analysis would point to strategy options, service 
delivery alternatives and programme perspectives. 

The UNICEF strategy of cooperation is selectively derived from this exercise, in 
substantive terms of programme priorities and feasible targets. Once the fields and 
scope of cooperation are defined within the available means, programmes are knitted 
into a plan of operations, say, in a five-year framework, indicating the objectives of 
cooperation, physical targets and financial investments. Obviously, the modest 
material resources of UNICEF will necessarily be small in relation to a country’s needs 
and its internal resources. They could, however, be applied to promote quality and 
relevance, expansion and convergence of basic services for children, to increase cost 
effectiveness, to fill critical gaps that may otherwise remain unbridged and to enhance 
multiplier and leverage effects. But, clearly, by far the main source of support for 
children is from within the country, starting with the family and community and 


enlisting the resources of professional and voluntary groups as well as of the 
government. 
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A societal alliance for children, dedicated to a new ethic of development for them, 
has to be consciously established and nurtured with perseverence—in the interests of 
inter-generational improvement as well as of disadvantaged communities today. 
Experience shows that a partnership for understanding and responding to the 
problems of children can be fostered in several ways: by working together in 
programmes for them; through traditional and modern media—folk forms, print, 
films, radio, television, video—capable of engaging all segments and layers of society; 
and through public discussion and published statements focused on strategic 
audiences. The book, which contains an edited collection of such discussions and 
statements, represents a sample of this last element of a continuing effort to raise ever- 
widening ripples of public interest and involvement in issues related to children, to 
create a climate of opinion that quickens the pace of change. 

Complementary to, but even more extensive than, the mass media, are the inter- 
personal channels of communication which a community provides itself as a means of 
social learning. The content of such interchangé needs to be nourished by new ideas 
upto the stage that they are accepted and acted upon by the people on the strength of 
their own understanding and conviction. In fact, among the constraints that hinder 
social communication for social change, are traditional beliefs and superstitions on the 
one hand, and relative inattention to the value and use of communication by 
development workers on the other. 

‘Allied to this concern is the need to build a social network of communication, centred 
on the child as the principal focus of a nation’s development. This implies a linking of 
all those who have a natural empathy for issues related to today’s children and 
tomorrow's society: voluntary organizations active in socio-economic development, 
religious and cultural institutions, women’s groups, youth clubs, sports associations, 
schools and other service systems, business houses, and numerous other collectivities, 
at various levels, in support of an articulated design of basic human development. 

Against this background, and by the definition of its mandate, advocacy for children 
inheres in UNICEF as a primary function. UNICEF advocates appropriate pro- 
gramme elements, strategies, approaches to development planning and orientation of 
national policies, in consultation with the government and other informed opinion in a 
country. This process of interaction, on behalf of children, has served to keep UNICEF 
in touch with a wide variety of interests and opinions. These links have been sustained 
through extensive exchange of information and opinion through many channels, 
including public addresses, such as in this publication, given on invitation from 
professional, social and official groups. 

A paramount aim of advocacy for children is to enhance the priority for children in 
development planning, across disciplines and departments. A significant result of such 
an effort was the SAARC Conference on South Asian Children in cooperation with 
UNICEF in October 1986. This attracted well-known government and non- 
government participants from all the seven countries of the South Asian Association 
for Regional Cooperation, namely, Bangladesh, Bhutan, India, Maldives, Nepal, 
Pakistan and Sri Lanka. The report of this conference which addressed the problems of 
the 400 million children of South Asia, succinctly and comprehensively, is at 
appendix D. 

Even more encouragingly, the outcome of the SAARC Conference on Children 
prompted the heads of state or government of the seven countries to make a joint 
declaration on behalf of children, setting a pathfinding precedent. Affirming the 
priority for children in development planning, they have affirmed broad goals, specific 
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time-bound targets and an annual procedure for review of progress. Excerpts from the 
SAARC Summit Declarations, Bangalore 1986 and Kathmandu 1987, are at appendix 
E. 

In introducing this book to the reading public, the twin function of advocacy for 
children may be recalled: first, creating and heightening awareness, at different levels, 
of problems, causes and solutions in relation to child health and development; and 
second, transforming the awareness into decision and action, principally by the 
community with the support of policy makers, planners and professional groups. The 
process is evolutionary, but in a cause like children’s, it cannot wait. For, at the heart of 
the struggle to secure human rights, is the need to realize the Rights of the Child 
(appendix A). 
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2 Policy and 


Planning 


2.1 Area-specific planning 


O NE of the most significant innovations in the current phase of 
UNICEF cooperation in India is the thrust toward area-specific integrated 
programming for children and women. These programmes seek to generate and deliver 
services in a convergent manner. A basic premise is that UNICEF's resources, which 
are small compared to other international agencies and the Government itself, can 
have the desired impact only if they are concentrated in selected areas. This concern has 
coincided with the Government’s emphasis in recent years on reducing regional 
disparities in the availability of social services, and a growing recognition that 
economic development must also seek to achieve social goals and objectives. 

Conditions of life: Two United Nations Decades of Development have taught us one 
important lesson: that economic growth and national development are not the same 
thing. Many developing countries have chalked up impressive economic growth in the 
last 20 years. But, for the vast majority of their people, the quality of life remains 
cheerless; territorial and class disparities persist—and more and more pressure is 
building up below the poverty line. The quality of life has not really improved. 

Why is this? It is because changes in indices like the gross national product have 
not led to perceptible improvements in the indices that count at the level of 
people—indices like purchasing power, infant mortality and life expectancy, functional 
literacy and skills that can ensure a family’s ability to earn the next meal, to have a roof 
over its head, to meet the simplest, most basic needs of its children. The struggle to 
establish a new and more just international economic order has its roots in their 
recognition that disparities are unjust. In its own way, as the standard-bearer for the 
world’s children, UNICEF is also part of this struggle. In its own way, it also advocates 
the recognition and removal of the disparities that persist within national boundaries— 
for these are no less unjust. Its mandate is to cooperate in development efforts to reach 
those who are now unreached. This is why it has joined hands with the Government of 
India to work for the fulfilment of the essential needs of all people, and this is also why 
it advocates that this process must begin with the people in greatest need. 

Who are these people? First among them are the children and women of vulnerable 
subsistence-level groups. They are the most regularly bypassed by economic pro- 
gramming and the most deserving of social development benefits. India is aware thatits 
development process to date has stepped up the provision of income-generating skills 
to men, but neglected the earning capacity of women by simply omitting them from 
the dissemination of new technologies that are gradually replacing—and displacing— 
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their traditional role in the economy. With women comprising almost half the 
population, this has skewed progress. As for children, they are all too often viewed 
as the recipients of some direct or indirect benefits of development activities aimed at 
another group—or at most as passive consumers of welfare—when they should be 
recognized as the focus of development itself. 

The traditional welfare approach to the needs of children and women is to treat them 
as dependents. This unnecessarily degrades the so-called beneficiaries and discourages 
them from getting involved in helping themselves. The concept of the child as a 
national resource predictably gets lost along the way. 

How can this unhappy scenario be changed? By putting the child where it really 
belongs: at the centre of development planning and development activity. And by 
making the physical quality of life of the mud-hut rural family the index of 
national progress instead of its bane. 

The family is the first and most important channel of assistance open to the child. 
The next is the community in which the family exists. A third channel is that of 
government and other services. The last channel is that of UNICEF, in its role of 
catalyst. Therefore whatever we advocate for the good of the child must be seen within 
the framework of the child’s family and community—and the special developmental 
effort that the Government makes to strengthen and help them towards self-reliant 
advancement. Clearly such efforts must recognize and build upon the local genius and 
indigenous resources of the community itself. And they must do so by generating the 
provision of the key social inputs and services that can complement economic inputs to 
bring about a balanced pattern of development. 

Another approach: This is the significance of area-specific planning for the benefit of 
the children and other vulnerable groups in both rural and urban population. Such 
planning recognizes that the improvement of children’s and women’s status can be 
attained only within the context of a comprehensive development programme rather 
than through isolated welfare activities. It also recognizes the humble community as 
the planning base whose resources must also be tapped to make development plans 
move off the drawing-board and into reality. 

The area development approach is the logical outcome of this recognition, and one 
of the most important innovations in the unfolding programme of UNICEF 
cooperation in India. If planning has often been deficient in its emphasis on human 
resources mobilization, the area development approach represents a major attempt to 
reorient the planning process so that it begins with the community, and builds upon the 
resources of its men and women and youth, their local skills and institutions using their 
perceptions of the good life as the take-off point for action. External inputs serve to 
catalyse and sustain the local effort, which must become the real motive force for 
beneficial change. 

Area development has been emphasized as a “process” and not a “project” as such. 
The latter may be mistakenly conceived as an undertaking which comes to an end after 
a specified period, but a process is an ongoing concern, a means and a method. The 
content of inputs in technology for resource development will change with progressive 
stages of development. These, in turn, will require different social inputs with these 
changing contents. The present needs are envisioned as strengthening of multilevel 
linkages to explore and expand planning, programming and implementing capacities 
at different levels, built on the existing structure of government and non-government 
organizations. 

Social inputs: The programme of social inputs will focus on the problems of children 


Policy and Planning 3 


and mothers of deprived and disadvantaged groups in areas selected by the state 
government concerned. This requires generation and delivery of viable services for 
children and women which can ensure the desired long term effect. This, in turn, 
implies that programme planning or project formulation must be done with priorities 
to ensure their impact at local levels within the general objectives of the paln to ensure 
the minimum needs programme. Consequently, coordination between local, district 
and state level authorities is the main administrative strategy which needs to be assured 
from planning through implementation and evaluation stages. Also, India’s great 
variations in eco-cultural settings require that each local situation should be analysed 
on an inter-disciplinary basis and in a multisectoral approach for a realistic 
understanding of gaps between needs and existing services, as well as feasibility of 
projects on the basis of data for each area. 

Looking at the micro level, disparities become sharper, parts of the country lag far 
behind others; in every state, there are grim pockets of under-development. We are all 
familiar with them; the backward areas, the backward classes, the weaker sections of 
society. They know what they need—and given the impetus, they are willing to work 
for it. If their energies are jointly harnessed with those of the state, and if needed, 
mutually reinforcing linkages are established between economic and social develop- 
ment inputs, low cost, self sustaining services geared to the genuine needs of the 
community can be generated and maintained. This is what the area development 
approach seeks to do—with the maximum flexibility, and without waiting for a great 
economic miracle. 

On the threshold of a new five year plan, India seeks to mobilize the people’s vast 
potential to accelerate the pace of needed change. The key—as always in social 
development—is motivation. The people must be made aware that they have 
something to give—and only then enabled to give of their best. The administrators and 
planners must motivate and generate local leadership. For this, they must themselves 
have the conviction that those whom we now call ‘beneficiaries’ can be partners. Their 
participation can help to change today’s pockets of inequity into tomorrow’s islands of 
hope. 


2.2 Development co-operation in the 1980’s 


HIS discussion centres on the UNICEF perceptions of the situation 
of children in the environment of today, and on our approach, through the third 
Development Decade, to this global human condition. í 
We shall not attempt to draw, in any detail, a statistical portrait of the world’s 
children—or of the billion of them in the developing countries—but only touch on a 
few salient facts to show that the future may only be a re-run of the grim past unless the 
concept, pattern and means of development are consciously altered world-wide, in 
favour of those who stand in the greatest need of it. ; 
There is reasonable hope that such a change can at last be brought about in the 
common interest. And this hope derives mainly from the greater public awareness of 
the international community, consequent on the attention focused by, among other 
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events, the International Year of the Child, the International Drinking Water Supply 
and Sanitation Decade and the International Year of Disabled Persons. 

Strategy for the 1980’s: It was only natural that the UN General Assembly could 
reach a consensus, in September 1980, on the New International Development 
Strategy, defining development as an integral process in which the objectives of 
economic, social and human development converge in support of specific goals relating 
to elimination of hunger, primary health care for all, universal primary education, and 
a sharp reduction in infant mortality by the end of the century. UNICEF is conscious 
of its modest role and resources as a development promoter. Yet we feel that the 
development strategy for the 1980’s is a vindication of the basic services strategy 
evolved by UNICEF. 

This approach emphasizes the development of the human potential through 
community participation and responsibility. We believe that, with policies aimed at 
satisfying the basic needs of the people the developing nations could overcome many of 
their disadvantages within one generation. But this would mean a modification of the 
pattern of growth of the developed countries as well as of the richer segments of 
impoverished societies. While the worst aspects of world poverty can be overcome, the 
sustainability of the developed economies is dependent on this happening. This is the 
perspective for development co-operation in the 1980’s in which UNICEF shares and 
looks forward to functioning. 

There can, however, be no discounting the magnitude of the effort needed in the 
coming years, nor indeed of the economic crunch through which we have to make our 
way. 

Two development decades: There is no mistaking the outcome of the attempts over 
two development decades to alleviate poverty and distress through economic growth. 
The gap between the rich and the wretched of the earth is actually widening. There has 
been stagnation, or decline, in the living standards of the poorest in many developing 
Picea Inequalities between peoples, as well as within most nations, are becoming 
sharper. 

The consequences of this situation are even more adverse for children. Of the world’s 
1.5 billion children, four-fifths live in the developing countries. Among them about 600 
million suffer from poverty. Some 350 million children do not get enough to eat for the 
minimum calorie requirements. And the main reason for this is that the international 
and national economic systems work, in effect, to their disadvantage. Less than 2 per 
cent of the world’s cereal production would in fact suffice for basic calorie needs. In 
rural India, where 80 per cent of the population live, the per capita monthly 
expenditure is a little over Rs. 50, four-fifths of which is spent on food. Given the 
income distribution, more than half the population must fall below this average. 

Some 15 million children below five years die every year in the developing world. 
Half of them are killed by malnutrition or by diseases fuelled by it. Disabilities of one 
kind or another afflict about 150 million of the world’s children, four-fifths of them, 
mostly from poor families, are in developing countries. Another estimate puts the 
number of children in these countries, suffering from persistent and socially 
handicapping mental disorders, at 5 to 15 per cent of the total— that is a million, more 
or less. About 18 million children in India alone, have their vision impaired due to 
dietary deficiency in Vitamin A. Every year around 250,000 children go blind the world 
over, from much the same cause. 

Beyond economics: The commitment of UNICEF to an integral concept of 
development has been field-tested by its own practical experience over three decades of 
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co-operation with governments, international organizations, non-government bodies, 
communities and individuals. Some of the premises supporting the UNICEF approach 
to development are also borne out by national examples. For example, Sri Lanka, 
which has a per capita GNP of less than $200, has already surpassed the ‘new’ targets 
for 2000 A.D. With a literacy rate of 80 per cent, an infant mortality rate of less than 50 
per thousand live births and a life expectancy of 68 years, Sri Lanka has shown how 
much human progress can be achieved on how little economic wealth. Contrarily, 
many parts of India, where massive investments have been made over the past three 
decades in irrigation and industry, sophisticated hospitals and large universities, the 
physical quality of life of the majority of the people has remained largely untouched. 

UNICEF fully shares the view that it is very unlikely that there will be sustained 
progress on either the economic set of issues, or the basic human needs set of goals, 
unless the two go together. A notable translation into action of this perception is the 
UNICEF support for area-specific integrated development—to which nearly all 
South Asian Governments have begun to subscribe. This policy implies devolution of 
authority to the district and lower levels. The UNICEF response entails a correspond- 
ing organizational capability to link up, promptly and effectively, with the local level. 
While sectoral assistance continues, cross-sectoral area development, concentrated in 
backward regions, is increasingly the pattern of UNICEF co-operation. This will, we 
believe, accelerate the rate of improvement in the well-being of children. 

In this task, UNICEF capacity has to be selectively strengthened. As governments in 
both hemispheres must learn to do more with less—given the current economic 
pressures—UNICEF too will have to make more effective use of its resources in 
meeting the most essential needs children. Its network of staff, 80 per cent in developing 
countries, is a unique resource, within the UN system, for contact with operational 
levels of national development effort. Its community-based cross-sectoral approach 
enables it to focus on low-income groups in their social contexts. These capacities are 
greatly needed to strengthen the national investments in social programmes, which still 
remain relatively meagre. 

The UNICEF responsibility as the lead agency for children, in consequence of the 
International Year of the Child, is a natural extension of its mandate, but it entails 
action in aid not only of the survival of the seriously endangered, but improvement of 
the conditions and opportunities of all children, in developing and industrialized 
countries alike. 3 

UNICEF is at work in 110 countries which have, between them, 1286 million 
children. South Asia presents, numerically, the largest challenge to UNICEF 
capability, though qualitatively the most depressed situation for children would be in 
the African interior. Our plan of action for the 1980’s has been worked out in detail for 
the first three years, 1982-1984. In India, for instance, the UNICEF budget will have 
doubled by 1983 from the level of 29 million in 1979 (which itself is a leap from $12 
million in 1975). It is therefore natural for us to hope that host governments and 
funding entities would, in the coming years, significantly step up their contributions so 
as to augment the resources applied to child-oriented programmes. y 

Global goals and national plans: The task then is to translate the global goals into 
feasible national goals and to achieve them in the measurable future. UNICEF is 
committed to assist governments to formulate and pursue national goals relevant to 
child development. In this context, we believe that each government should be 
encouraged to prepare a comprehensive situation anaylsis of children, so that 
development plans can be based on it. We also feel that it is necessary to take a fresh 
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look at bilateral aid to adjust and match the priorities of aid with the emerging national 
goals. Such an exercise is necessary, fairly urgently, in order that: 
— a total view can be had of the tasks that need to be tackled 
— international agencies can identify the precise areas in which they can help and also 
relate such help to the allied requirements in other areas 
— the development tasks can be quantified in economic terms and planning can come 
to grips with costs and benefits. 

UNICEF is able, willing and eager to co-operate with aid agencies by sharing with 
them its information service and by joining in the preparation of particular projects. 
The participation of UNICEF in project formulation could help: 

— strengthen the relationship of confidence between the aid sources and UNICEF 

— assure that the priority for young human development is not lost sight of 

— increase the availability of resources for efficient application to delivery of basic 
services. 

We in UNICEF would welcome any step that would enhance the impact of our 
effort, as spelled out in the medium-term work plan. Indeed, the givers of aid have every 
right to insist on proof of productivity for UNICEF expenditure. 

Not by money alone: It must be added, however, that it is not by monetary 
contributions alone that children can be helped. International co-operation at 
government and public levels can be immensely productive in promoting simple but 
appropriate technologies—like mothers’ milk for infants. Here one need not go into 
the reasons why breastfeeding is almost everywhere declining in favour of bottlefeed- 
ing. But the draft International Code of Marketing of Breastmilk Substitutes will have 
to be taken up at the national level—in both developing and industrialized countries— 
for effective regulatory action, through the force of organized public opinion as well as 
of the law. Governments in the North as well as the South need to be persuaded: 

- to support and vote for the draft Code coming up at the World Health Assembly 
next month; and secondly, 
— to take effective follow-up action at the national level. 

There are, numerous other policy aspects that need to be promoted at government 
levels in the interests of child development everywhere. Once we are agreed on the 
need for a new pattern and redesigned tools of development, co-operating for it 
becomes easier. 


2.3 Planning for children 


B EFORE we come to the main topic of our discussion, let us pay a 
tribute to the strides taken by Sri Lanka in caring for its children. These are 
exceptional by the standards of the developing world—be it the high literacy rate of 
78.5 per cent (1971) or the low infant mortality figure of 37.1 for 1000 live births (1978). 
There is more to these indices for social development than meets the untrained eye. Sri 
Lanka has shown how much human progress can be achieved on how little material 
resources—given the informed commitment of the nation to its young. What is even 
more reassuring is the widely shared concern that a lot more must and can be done for 
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children before we can feel that we have done our duty by the new generation. Despite 
the gains in a few directions of development by some countries, the basic needs of the 
majority are, by and large, yet to be met. That includes the majority of children as well. 

It is in this perspective of planning for children, that a stable and progressive balance 
of economic as well as social development has to be achieved. For neither can be 
promoted singly. It is a function of national planning to make this composite aim 
feasible. Planning for children is another name for planned development of the human 
potential ofa country. Unfortunately this is not yet happening to any decisive degree of 
success in most developing countries—even where the planning process has acquired 
institutional strength. We shall try to go into the causes of this situation and what may 
be done to alter it. 

Priority for social development: The pre-occupation with the gains of economic 
growth, to the relative neglect of human development, has its roots in the pre- 
independence history of the developing world, But these continue to be nourished by 
several adverse factors that are controllable by our attitude to them. For example, 
economic growth looms large on the planning horizon because hard information on 
the economy is regularly available, investment in physical assets is rated high in return, 
progress in their acquisition is visible and measurable. Not so today the gains in social 
or human development through child and mother care, health and nutrition services, 
education, water supply and sanitation, social education and support. Balance sheets 
do not make their periodic appearance in these fields. Measurement of progress is not 
easy. And when it is possible, the indices are too crude and take time to work out. If 
these are among the reasons why development of human resources receives low 
planning priority—and also gets the axe in times of tightening budgets—social 
scientists and statisticians must help to tackle them by devising suitable measuring 
tools, by establishing promotive and monitoring procedures, on a par with economic 


mill. 

Acting early: To give an illustration in this International Year of the Disabled 
Persons, nothing is costlier to the nation than to expose a child to the risk of physical or 
other impairment, let it escalate into an irreversible disability and then to look for 
resources for rehabilitation that can never be adequate. 4 

What is true about preventing disability equally holds in promoting development. 
We have to act early.enough. The foundation of growth and development through the 
years of school age, youth and adult life is laid in infancy and early childhood, indeed 
even earlier, in the womb. Each stage of life is a preparation for the next. If the early 
years suffer relative neglect—as they often do—it will not be easy to make up later for 


the lost human potential. 
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Dimensions of planning: We may now look at another set of dimensions of planning 
for children. Their growth needs deserve another approach than to adult needs. 
Their nutritional requirements call for special attention. They are more vulnerable 
than adults to changes in family environment and the available pattern of food and 
other basic needs, to infection and illness. And what the family and society now do to 
the children determines their personality, the quality of their adult life and their 
contribution to society. 

The needs of children vary according to their age group. And our interest in their 
growth must start when life begins and must therefore include the mother rather 
prominently. There are then the segments bypassed by, or marginalized from, the 
process of development. Again, the children in the village have problems somewhat 
different from those in the town, or those of migrant parents. Thus, the global policy on 
children would need changes and adjustments in keeping with differences in age, 
income, geography, and culture; or, for that matter, with the strains in the economy 
and the vagaries of the development process. 

Also, most of the services required by children reach them indirectly —depending on 
the kind and quality of services to which their family and community have, or do not 
have, access. And these services are the responsibility of different sectors operating 
under different ministries. A dozen such ministries could be involved—from public 
works to justice—in matters impinging on the life and development of the child. The 
perceptions of these ministries on the same children may differ for reasons that may be 
legitimate in a narrow sense. So too their policies and priorities. Making these services 
converge at the level of the family and at the same time cannot therefore be assumed as 
a certainty. It can happen only through planned co-ordination and effort. 

Awareness: At the levels of policy formulation, planning, decision-making and 
execution there has to be greater awareness of the needs of children and a greater 
assurance that there are possibilities of meeting them. Generating this awareness is an 
important, if largely unaccomplished, task for those interested in development of 
children. The mass media as well as government channels must assume this 
responsibility on a continuous basis. 

Co-ordinated application: Closely related is the problem of bringing experience and 
knowledge from different sources to bear on the processes of decision-making, 
resource application and result achievement in relation to the policy and programmes 
for children. This again remains, unfortunately, a substantially unsolved problem in 
most countries. The solution must include locating and mobilizing talent from 
government ministries, academic and training institutions, local self-government 
bodies and non-government organizations. We must also train our ear to listen to and 
learn from the people. 

The problems besetting children in the developing world are such that death may 
overtake before they have a chance. Improper or inadequate care during the early years 
may deny them through the rest of life their full potential. Poverty is of course the main 
contributing factor to this situation and we have to tackle it. But it is not necessary to 
wait until poverty is overcome completely before taking action on a policy for children. 
Rather, an imaginative policy for children and its planned execution must be an 
important plank of any realistic anti-poverty programme. 

Supportive measures: We shall now touch on some of the supportive measures called 
for if planning for children is ‘to fulfil its aim. A primary need here is reliable 
information on the situation of children, the condition of their life, the nature of their 
special problems. As these variables change continuously, for better or for worse, the 
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process of information gathering and analysis too has to lend steady support to the 
policy-making function. Statistical projections should be used to present alternative 
approaches, so that a choice of strategies is open to the decision-makers. 

There is another aspect crucial to the success of development for children, and that 
relates to the means and methods we would press into its service. The less developed a 
country the greater its need for financial resources and the smaller its capacity to find 
them. But no country is too poor to take a minimum care of its children. It is in this 
perception that we in UNICEF have consistently pleaded that: 

— more financial resources must be diverted, than is usually the practice, for 
application to development of children—as a matter of stronger commitment to 
the youngest generation; 

— raise the level of resources by seeking people’s participation in the social as well as 
economic development—as a democratic policy of viable decentralization. 

— get more out of whatever money is spent by improving the organization and 
strengthening the linkages of the delivery of the different services—as a line of 
strategy and technique. 

Feasible solutions: Scientific and technical advances have greatly increased the means 
for reducing the contrast in the fate of children born in poor parts (and families) of a 
country as opposed to those born in better-off parts (and families). Alternative 
methods of organizing and delivering services are known and can be applied. For 
example, safe and adequate supplies of water can be provided inexpensively and 
effectively. Perhaps a revision of agriculture and nutrition policy would help to reach 
food adequate to the diet of children and closer to home at lower prices. Immunization 
against childhood diseases is cheaper and easier than before. Literacy to mothers and 
fathers is today within the scope of practical support. Feasible solutions are available 
to most problems of children. In several cases a choice of alternative delivery systems is 
also possible. These are positive factors in aid of planning for children. 

Some relevant issues: The national policy for children will have to face up to a 
number of related issues, which may appear intractable in the absence of a coherent 
policy; of them a selective sample can be provided. 

— The policy for children cannot escape a direct and close relationship with food and 
nutrition policies. Malnutrition is unlikely to disappear in the course of normal per 
capita income growth, or for that matter through higher aggregate food produc- 
tion. Specific nutritional policies are needed to translate the potential offered by 
better income and food availability into better nutrition. Action to end the 
deprivation of vulnerable groups, and consumer education, are examples of 
possible and necessary steps. There are then the anti-nutritional side-effects of 
certain development trends of urban or exotic origin. The decline in the traditional 
practice of breastfeeding and the neglect of good weaning practices are typical 
instances of unintended ‘development’. 

— There are people who argue that a reduction of infant and child mortality (which is 
a basic element of any policy for children) aggravates the pressure of population . 
growth. The superficiality of this logic has been established by several studies which 
reveal that the strongest motive for responsible parenthood lies in the aspirations of 
parents in the health and advancement of each child. This perception could be 
related, in a purposeful way, to a policy for children by making the spacing of 
pregnancies a supportive aspect of that policy. It is important to foster, through a 
national policy for children, the linkage between responsible parenthood, family 
planning services and maternal and child care. 
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— There are positive as well as negative aspects of the impact of modernization on 
children. The responsibility is usually shared by the family, religious institutions 
and the state to meet this situation, on behalf of children. But it is a function of a 
national policy for children, especially in its components relating to education and 
training, to outline the nature of the needed response. 

— Literacy is one of the widely desired fruits of development. The national policy for 
children must go deeper to mould the quality of schooling and to promote the 
national cultural tradition which may be in danger of being overwhelmed by trivial 
aspects of imported cultures. 

Clearly, a policy for children can only follow—and not precede—a thorough study 
and analysis of the situation of children and the best means—direct or indirect—of 
helping and developing them. Ideally this exercise should allow participation by all 
segments of the national community. And prevailing systems and methods should be 
subjected to review in the interests of children. And the review should cover the legal, 
political, administrative, financial and management structures, so that meaningful 
changes could be introduced in the national development plan. This process calls for a 
constantly working mechanism geared to well-defined goals and a flexible approach to 
meet the differing needs in different parts of the country or segments of the population. 
It should also lend itself to in-course correction. 

Space for children: The cluster of factors that have been mentioned argues the case, 
rather strongly, for an organism at the core of the planning structure with the 
prerogative, authority and competence to formulate national policies and plans, select 
strategies and lines of action, and ensure budgetary backing and effective spending— 
on behalf of children. This appears necessary if the needs of children are to be related 
practically to the aims of national development. 

What has been sketched provides but a glimpse of the possibilities. These are not 
purely theoretical. Some country or another has proved that these are achievable. Sri 
Lanka is itself a good example in many respects. 

Time is not on our side in matters related to children. If the social segments within a 
country pull together, bringing the government, private sector, voluntary agencies, 
community organizations and the various professions firmly on the side of children, 
there will be room for cautious optimism that a movement for human development 
may pick up across the developing world, in a decade or two. This will not happen 
autonomously; we will have to plan for it. Together we can make it happen. 


2.4 Changing needs of children 


NICEF has learned a good deal during the last few days, and it is 
incumbent upon us to share with you what we think we may have learned, and 
what that may mean to us, It is also important to recognize that the comprehensiveness 
of this discussion, beginning with the trenchant and perceptive background papers, 
offers a base for a continuing learning process on the exciting and interesting 
developments in Sri Lanka. 
The first lesson we have learned is that the Sri Lanka development experience over 
the last few decades has many demonstrations in it which would be useful for 
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discussion elsewhere. UNICEF is prepared to work with the Government of Sri Lanka 
to document these for such use since one of the desperate needs we have recognized is 
the need to document “what works”. 

As part of this first lesson, it is evident that a social concern—a concern for human 
development—can be put to action with very positive results even in the absence of a 
comprehensive policy for children. That is not to say that a comprehensive policy for 
children is not a development necessity. However, your experience seems to indicate 
that perceived needs related to a concern for human development can be put into 
action while more comprehensive policies are formulated, using the practical 
experience to refine them. One good example of this is the diligence with which you 
have applied food subsidies and food entitlement schemes with positive results. 
Another is the introduction over fifty years ago of the universal franchise. 

You have also demonstrated that a comprehensive policy needs periodic tuning and 
adjusting. In addition, a comprehensive policy in the absence of a central directive or 
control unit may dilute the priorities. This is especially so, since each operating arm of 
the delivery services may have a priority for children, but not necessarily the same 
priority, or for the same children. Thus, your experience has shown that the placing of 
such a unit in the ministry for Plan Implementation is a lesson others may well learn. 

The present discussion is a milestone. It is not only looking back to see where we 
came from and to analyze progress and lessons learned. It is equally forward looking 
and a preparation for the twentyfirst century. Perhaps we could agree that one lesson is 
that we might have waited too long to have such a symposium; after all, a period of fifty 
years represents a considerable number of children. Perhaps the next round of 
discussions should not wait so long. In this context, we believe a significant point to 
mention is that this symposium appears to have been conceived and conducted in the 
spirit of the continuation of those activities related to the International Year of the 
Child. This seems to be so not only because of the discussions but because of the very 
nature of how and why the symposium was organized, and by whom it has been 
guided. Therefore, we might conclude that the International Year of the Child has 
served one good purpose and for the purposes of planning and programme 
preparation, it is not yet over. 

The combination in this discussion of senior government officials, with fulltime 
attendance, representatives of people’s groups, both voluntary, non-governmental, and 
elected, with one single focus, is another significant element to remember. It shows not 
only the deep and abiding concern for children which the Government and people 
have, but the willingness to interchange—in often frank but open and democratic 
views on what to do, how to do it, and the urgency of maintaining momentum. And 
this leads to the next point. That momentum has, in the discussions which we have all 
been privileged to attend, had as one basic objective, that of achieving social justice and 
not mere social engineering, or social hyperbole. 

We touched on problems of finance. Without finance, not much progress can take 
place. However, it is only fair to say that we touched finance in what might be called 
“usual terms” and did not dwell enough on what might be called “the unusual”. For 
example, we have been concerned with budgets, budget allocations, and limits of 
growth. Well, those are certainly necessities, but perhaps in future rounds we could 
spend more time on how to readjust current expenditures to make better use of them; 
how to re-adjust current expenditures and budget proposals to reduce costs by 
exploring alternative delivery methods; how to look at tax revenue and collection in 
different ways with a different focus and principally on children; how to encourage the 
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banking system to adjust rules and procedures to be more lenient and more flexible 
with regard to loans to the poor, to voluntary organizations and to village community 
organizations. 

Now let us turn, for a moment, to what all of this and the results of the symposium 
might mean as implications for UNICEF. One of the first which occurs is related to 
professional and technical know-how. All too often, in these kinds of activities there is 
a tendency to look upward and outward. This symposium has proved that there is a 
considerable reservoir of talent, nationally, which can be employed and deployed for 
the benefit of improved social services for children. This has implications for UNICEF 
work and we take that implication seriously and positively. 

We shall need to orient ourselves towards sets of problems in the future rather than 
on individual—often separate—programmes and delivery channels, however good 
each might be by itself. The symposium has indicated some ways in which that seems to 
be an implication for future ‘co-operation between the Government of Sri Lanka and 
UNICEF. Perhaps in future, we could look at sets of problems along the following 
lines. 

~ the child and the law; 

— the child and health; 

— the child and nutrition; 

— the child and learning; 

— the child and the environment, including the family. 

If we could imagine looking at the problems of children in these sets, we might more 
easily see the inter-relationships between various delivered services, organs of 
government and citizens’ groups, and how they relate to the influence of these sets of 
problems on the continuum of the life of the child at different stages. Some elements of 
each of the above suggested sets, play more important roles at particular times of the 
life of the child than others. 

The implications of this approach would mean that the documentation prepared for 
this symposium could be the base of establishing lines of actions which would be more 
effectively and more efficiently designed and delivered to the clientele. Then we may be 
more sure that the design and delivery are for the age-groups, and problems we mean to 
address at the lowest possible cost with the highest possible return, in the most efficient 
manner. 

Measurement of progress especially relating to problems of children is not easy. We 
shall need to improve on how we go about this. Economic activity can usually produce 
balance sheets and cost-benefit statements easily and quickly. While there are a number 
of social development indicators which have been developed over the years, all too 
often these are either not effectively applied, or we tend not to include them in the 
statistical analyses we make or we wait too long to do so. Therefore, it appears that 
social scientists and social programmers may have to become more proficient in 
measuring progress and improving effectiveness. Progress has been made but there is 
still room for considerable improvement. We would be pleased to be associated with 
that kind of activity in Sri Lanka. 

Another implication of the symposium is related to attitude. Equally important with 
all the others, we shall need to consider ways in which to promote change in attitude 
toward investment in human development. Studies over the last decade seem to show 
that the rate of return in education, for example, is higher than for similar investment in 
physical assets. Primary education seems to be more gainful than similar investments in 
higher learning, especially if economic waste and productivity are factors. It seems to 
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be that community-based health services show greater returns in improved health than 
similar investments in sophisticated hospitals. In other words, an attitudinal change 
toward a re-assessment of investment priorities seems to be indicated. As this 
symposium has shown the need for periodic evaluation and adjustment to meeting 
changing development needs, UNICEF co-operation too needs periodic evaluation for 
the same reasons and to adjust to new patterns of development as revealed by growth 
and progress. The implication of this is that the mix of elements ina UNICEF country 
programme of co-operation will need to be changed. While the volume of such co- 
operation may be important (and is, if it means seeing something through to the end), 
quality is much more important. It is not so much a matter of how much, but more of 
how well. 

There has been considerable discussion on the questions related to choosing between 
preventive or curative services. The culture and habit of this symposium has shown 
that frank language is the medium. Therefore, one or two frank comments on this 
question. Some decades ago when it was decided that food supplementation by food 
subsidy or food entitlement schemes was a good thing to do, we wonder if the debate 
centred on “preventive versus curative”. We believe our predecessors understood very 
clearly that prevention was better. Put in other words, a serious and committed 
programme for food intake is better—and has proved to be so—than extraordinary 
and expensive costs for nutrition rehabilitation—not to mention death. Another 
example might be the success of interventions against preventable disease in children— 
vaccination programmes are preventive in nature. Thus, to a considerable degree the 
country has avoided the high-cost curative actions required resulting from crippling 
and disease. 

Your investments in primary learning are preventive in nature. And this has 
shown—as evidenced by the high literacy rate—that investment in early learning, as 
opposed to the curative services required for economic and social waste, is both in the 
short and long term better, more effective, and more enriching. Investments which lead 
to stable family and community life are preventive in nature and certainly less costly, 
less disruptive, less economically wasteful than violence, family disintegration and 
resulting delinquencies. 

Therefore, the implication to UNICEF of your discussions, the working papers for 
this conference and the history of your development are that we believe that 
investments in the prevention of serious social problems are better, more effective, less 
costly and certainly would be priority for UNICEF in the coming rounds of discussion. 
Weare, for example, convinced that the early detection and intervention of preventive 
measures of disablement are certainly more desirable than the curative services which 
inevitably result. 

Yet another implication for UNICEF in the case of Sri Lanka and as a result in 
part of this symposium, is the need for UNICEF to become more familiar and perhaps 
more associated with the legislative and judicial branches of government. Tradition- 
ally, all of the discussions and the dialogue has been between the executive branch and 
UNICEF. This symposium has seemed to indicate that the executive branch is 
prepared to expand the discussion and we are prepared to respond positively. 

A related issue has to do with working with citizens’ groups, voluntary organiz- 
ations, village community associations, non-governmental organizations. UNICEF is 
prepared, in consultation with Government of course, to work directly with these 
citizens’ groups in order to enhance their own role and to expand the necessary services 
for children outside the usual framework of the government delivery system. The 
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reasons for our interest are not limited to the rather open and indicative discussion of 
this symposium. Rather, they are a recognition, in part revealed by the discussions, 
that there simply is no need for all services for all people to stem from a government 
organization. People are not only willing, but quite prepared, and very efficient at 
attending to their own needs. Therefore, UNICEF is prepared to work directly with 
them to extend their own services, particularly for children, and this has an implication 
of perhaps adjusting some of our own habits, work culture, and procedures. We are 
prepared favourably to consider this. 

Now, that does not mean working with all such groups. There will have to be 
guidelines since we are an external organization. These guidelines will have to cover 
the needs to maintain the most effective balance between perceived community needs 
and perceived national development goals. They will also have to cover the need to 
protect people from the more frivolous aspects of what is called modernization. 

And this leads us to the next implication. We shall all need to place development co- 
operation into a national framework and be sure that it reflects priorities and that those 
priorities relate to the real needs of children. This sounds easy. It also sounds obvious. 
The fact seems to be that in many developmental situations, priorities are all too often 
whims or pet themes at particular moments and not determined and perceived 
priorities. These priorities must prepare for the future, while correcting from learning 
experiences of the past. In this connection, questions such as these might have to be 
asked: 

— what services can be combined, and under what conditions? 

— when delivery systems are designed—such as for primary health care—must we 

concentrate on the construction business first? 

— how can we approach the development of alternative delivery systems which work 

on themes or sets of problems as opposed to vertical delivery? 
- what role could each play, as a priority in the identification and reduction of 
disablement, impairment before it becomes a handicap? 

— what is the role of each organ of delivery regarding improved infant feeding 

practices? 

The symposium has also revealed once again, a problem which UNICEF has 
encountered elsewhere: the problem of bringing experience and knowledge from 
different sources to bear on the processes of decision making, resource application and 
result achievement in relation to the policy and programmes for children. This again 
remains, unfortunately, a substantially unsolved problem in most countries. 

The statistical and other demographic information presented seems to indicate a 
number of implications for Government planning and therefore, for UNICEF co- 
operation. For example, it appears that Sri Lanka will rapidly urbanize before the year 
2000. This has implications for children in a number of ways. The nature of services for 
them will be different in an urban setting than in a rural one; the labour force will be 
affected by the number of women working in it, which in turn has the need for an 
impact of different kinds of services for women and children; children of single parents 
will be a growing problem; recreation will be different; the need to maintain green areas 
and to teach them about home gardening in an urban setting are also important. 

We have talked much about community participation. Rather than enter into the 
endless debate of what it is and how we come to grips with it, we might want to consider 
as well ways in which UNICEF and others can work with communication systems. The 
implication is to “go public”. Why is it that in almost every village we can see an 
advertisement for flashlight batteries; infant food products; soft drinks; but it is very 
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difficult to find a commercially acceptable and positive message for improved health 
and improved nutrition. Does this not present us with a new field of programme 
opportunity? 

UNICEF will use every influence it has on others who are co-operating with 
development in Sri Lanka to improve the quality of their service and especially to 
concentrate on problems of children. Since that is our mandate, we should pursue it 
aggressively and positively. We will continue to reflect on the lessons learned in this 
symposium and the lessons learned from the last few decades of development in Sri 
Lanka. These lessons need to be communicated to others. We shall need now to look 
ahead, to the next fifty years. 

The results of this symposium will enter our institutional memory bank in other 
ways. To the conclusions reached on the special problems of children in Latin America, 
in Mexico in 1979, to the special problems of children in Asia, in Manila in 1977, to the 
perceived needs of planning for children as reflected in the reports of our Bellagio 
meeting almost two decades ago, the results of this symposium will be a positive 
complement. 


2.5 International transfer of resources 


O VER the past several years, we would have discussed the many meanings 
of development, and what it takes for a people to develop. Wein UNICEF havea 
particular perception of both the aims and means of this social process. Our 
understanding is born mainly of our experience in working, during the past 36 years 
and in many regions of the world, for communities caught in surprises like war or 
natural calamity or trapped, by the turn of historical events, in endemic poverty and its 
varied consequences. There is a certain convergence of our approach and the views of 
several thinkers in societies past and present. The philosophy behind it can perhaps be 
expressed simply as ‘first things first’. 

Priming the process: UNICEF brings to bear on its task of catalyzing social change, 
a modest measure of economic resources intended mainly to prime the kind of 
development process we ardently advocate. We take it that this is the reason why the 
Indian Institute of Public Administration thought of a particular theme and a 
particular person for the valedictory address in this course on Development 
Administration. In addressing ourselves to the topic—International Transfer of 
Resources and National Development—we shall avoid getting involved in the 
currently competing theories of economics or sociology, but raise, and attempt to 
answer, the fundamental questions: development of what, for whom and how. 

Our first premise is that the primary aim of development should be to create the best 
possible world for children. Quite apart from the reason that this is what children 
deserve, the process of development takes time, effort and investment. Which is why we 
would say, without any touch of rhetoric, that development is for the future, and that 
children are the future. 

We are an ‘adult society’ and it may take a little effort to gear our thinking to this 
elementary truth. Perhaps it will be easier understood if we say, in the accustomed 
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language of economics, that it is a good investment policy to build up ‘human capital’, 
that it is bad economics to permit a malnourished, unhealthy, illiterate and growing 
population to act as a constraint on productivity and production. If we recognize 
this—maybe against conventional economic wisdom—we find a socio-ethical prin- 
ciple acquiring economic respectability as well. This is the perspective in which an 
international organization like UNICEF has been trying, sometimes quite success- 
fully, to make humanitarian and development concerns converge to higher purpose. 
The poor majority in developing countries—and the poor minority in developed 
countries—has to be enabled, on priority and through direct social measures, to 
overcome their poverty. Since labour is as important as capital, even in purely 
economic terms, this approach makes economic sense as well as promotes social 
justice. And it is only logical that in developing the human potential of a country, the 
first priority should be the children and the youth. 

Let us see what development of the human potential implies. It calls for the creation 
of conditions in which the physical, mental and social well-being of all the people in the 
country is possible. For this to happen, appropriate economics is an intellectual input, 
leading to the allocation of physical and financial resources for human development, 
but it must be complemented not only by technology but also by social values or 
principles. There is, there need be, no conflict within this variety of economic, 
technological and social resources. The challenge of development is to derive the 
benefit of their mutually reinforcing interaction. But this alchemy can come about, 
only if those of us presently in positions of influence in society, are convinced that it can 
come about, and also let it happen. 

We shall try to illustrate—rather than theorize on—some of the essential principles 
that ought to govern social relationship and how they work to the common good of all. 
Human development, through socially provided services like education and training, 
health and nutrition, sanitation and unpolluted water, employment and fertility 
regulation directly alleviates poverty but, in addition, increases the incomes of the poor 
and the gross national product. The national advantages of redistributing land, in 
order to invest in the smaller farmers and the poorer households, have been gathered 
by many developing societies, where the peasant has gained effective access to credit, 
markets, technology and growth. In general, the larger the farm, the less intensively itis 
cultivated, the less labour it uses, and the less per acre it produces. This is an example 
with wider validity. 

One can similarly show how greater attention to the allocation of assets, services and 
opportunities for the poorer households can increase the efficiency with which 
resources are used. It can help to meet needs now. It can help to increase productivity. 
It can help to ensure that the benefits of that increased productivity accrue to the 
majority. It can assist development in the future as well as in the present. 

We in UNICEF have a name for this down-to-earth approach to development. We 
call it the ‘basic services strategy’ or the ‘basic needs first’ approach. We shall not go into 
it, except to state some of its implications. It means: 

—non-imposition of ideas or schemes from outside on a community. 

— decentralized organization of social services and economic activity. 

~ training and assistance to local workers to assist the community to meet its own 
socio-economic needs. 

— the use of technology, uptodate technology if necessary, not for its own sake, but to 
answer people’s perceived needs, with priority to their basic needs. 

— strengthening the basic social unit of the family and extending this principle of 
human solidarity to the local and national communities and beyond. 
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— more health workers and health centres; more nutrition workers and nutrition 
programmes; more teachers and primary schools; more water supply sources; more 
sanitary latrines; more income-generating activities especially for women; and, 

— above all, helping the mother to help the child. 

We thus see that an attitudinal change to the means and the purpose of national 
development is called for. We are talking of a change in political priorities and style of 
functioning. We are thinking of a different pattern of social organization. Money is 
important but alone it cannot bring about change. Technology is necessary but it does 
not ensure the right direction of change. We need, more importantly, a more stable 
pattern of social relationship. 

If we have not touched so far one part of the topic given to us—namely the 
international transfer of resources—it is because such transfer, however desirable for 
global good, does not make a decisive difference for national development. We say so, 
despite the fact that UNICEF activities are supported entirely by voluntary transfer of 
resources from richer communities and governments for serving low-income societies. 
But, in keeping with the orientation of our work, the accent is not on the transfer of 
physical or financial resources from the rich to the poor for the benefit of the young, but 
rather on their strategic use to enable the poor majority in developing countries to 
come into their own. 

UNICEF is constantly trying to increase the volume of such transferred resources in 
order to enhance the impact of its activities—again, not in terms of financial targets of 
money spent, or even in terms of physical targets of health centres or schools or 
sanitary facilities built, but in terms of human indicators of development, like the 
number of infants surviving the threat of death, the ability of schools to retain the 
children enrolled by poor parents, the capacity of the poor to prevent disease and 
disability, the level of human well-being, the quality of life. 

UNICEF recognizes the deteriorating global economic environment, the disruption 
of post World War II trend of more or less steady economic growth. It is already clear 
that the target of seven per cent average rise in gross domestic product for developing 
nations—set for the third UN Development Decade—is unlikely to be met. Even the 
social goals set by the International Development Strategy for the 1980’s—a strategy 
which for the first time integrates social and economic aims towards human 
development—are in danger of receding. To make matters gloomier, the share of the 
rich world’s resources that used to be transferred as outright grants or soft loans has 
begun to decline. The foreign exchange resources of low-income countries are getting 
fast used up, their trade gap is widening and monetary expansion is likely to fuel 
inflation in the absence of commensurate rise in production. 

In such a context, it is of course important to work for an equitable international 
order. An increase of some 12 to 20 billion dollars a year in the concessional resource 
transfers from the rich countries particularly to the low-income countries would be a 
minute percentage of the world’s six trillion dollar gross global product but it would 
provide the critically needed foreign exchange for a successful worldwide effort for the 
social goals set for the 1980's and beyond. Again, greater access on equitable terms for 
the manufactured products of the developing countries to the markets of the developed 
countries would assist the former in their attempt to develop. And the developed 
countries need to be persuaded that their prosperity cannot co-exist with other peoples’ 
poverty. 

So, larger international transfer of resources is both necessary and urgent, and must 
be worked for with perseverance. But we submit the developing countries should not 
lose their sense of proportion. In quantitative terms, domestic development is funded 
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by foreign resources to not more than a small percentage, in most cases. Even in 
functional terms, it is dangerous to allow foreign dependence to decide the pace and 
direction of development. Much of what we noted goes to show that self-reliant 
development is possible and desirable. Indeed what is important is not how much 
foreign resources one earns but how, and to what purpose, they are used. They should 
be used as a lever to limit the need for future dependence; and one makes a distinction 
here between vertical dependence and cooperation in terms of equality. 

It follows then that there should be a greater transfer of resources within the national 
economy, a greater sharing—if you like—of domestic resources. If this is not 

- achieved, fairly quickly, more ‘development’ may mean more inequality and injustice. 
Foreign resources, even without strings attached, flowing into structures of injustice 
cannot bring about social justice. National development is therefore predicated more 
on a just dispensation and proper application of domestic resources for human 
development, than on transfer of foreign resources. 

To come back to the purpose and priorities of national development, let us address 
the basic questions we raised earlier—development of what, for whom and how— 
through some specific examples. If a country has to choose, for whatever reason, 
between a set of alternatives, it would be well-advised to invest on priority: 

— more on basic learning for all, than on higher education for a few. 

— more on primary health care for all, than on sophisticated hospitals for some. 

— more on production of nutritious food at prices all can afford, than on crops that 
bring profit for a few. 

— more on prevention of disease and disability, than on cure or rehabilitation. 

— more on public standpipes for water supply than on individual house connections. 

— more on simple sanitary latrines than on expensive sewerage systems. 

— more on efficient public transport, than on private vehicles. ` 

There is documented evidence that this order of preference makes economic sense, in 
terms of return on investment over a period of time. Indeed, what is uneconomical is 
the unrealistically high, and largely imitative, standards set by ‘experts’ and the high 
costs and small coverage that inevitably result. 

Again, there is no implication in this approach that second-rate technological 
options have to be accepted. Rather, the best that science can offer has to be applied in 
a social design that benefits all people. 

The merit of the ‘basic needs first’ approach is that its application need not wait till 
justice arrives in social relations. In fact it paves the way for social equity. It is for 
professional people, opinion leaders and the public media to become convinced of the 
relevance of this development strategy and to influence the decision-making apparatus 
inits favour. And if we agree that children are the focus of development, tomorrow, for 
them, will be too late. 


2.6 Partners in development 


HE one lesson brought home by the first two ‘development decades’ is 
that economic growth is not the same as national development. This perception 
has been reinforced by the International Development Strategy for the 1980s which 
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links fully, and for the first time, social objectives with economic goals. 

This strategy is clearly under threat from the continuing world recession, coming in 
the wake of soaring costs of energy and of other essential goods; the slowing down of 
economic growth; the rising graph of unemployment; and the danger to the ecological 
balance. The burden of all these falls unequally between countries, and within a 
country. For instance, the concurrent economic crises reduce the resources available to 
governments for social services on which poor people are especially dependent. 
International development assistance is being restricted while the need for it is more 
desperate than ever. What is worse, the erosion of benefits to the poor tends to reduce 
the capacity of the poor to support themselves. We of UNICEF believe that this 
challenge can be met by reaffirming the very elements of the threatened strategy of 
development, by relating economic aims to wider socio-political goals. 

It is not enough that we set our goals. We have to be clear about the practical 
implications of attaining them in a given national context. We suggest that this be 
considered as one of our concerns, so that it becomes easier for us to see the role of 
agencies in development—international or national—as participants in a social 
process. Perhaps, we can reveal—and further explore—ways in which economic and 
other resources may be used to prime the kind of development process that we 
advocate on behalf of the poor majority in developing countries (and for the poor 
minority in the developed countries). 

Positive experience: Perhaps it is best for us to start by sharing the policy and 
experience of UNICEF in relation to non-governmental organizations. 

‘As UNICEF has an extensive, long-standing and fruitful record of cooperation with 
many of them, we hope our relationship will have relevance to the role of volun- 
tary organizations as partners in development. 

Among the more important and active supporters of the development objectives of 
UNICEF are a number of national and international voluntary organizations— 
professional, development assistance, service, religious, business, trade and labour. 
Their role becomes crucial, especially in a plural society, as the focus of development 
shifts from progress in aggregate problems to the fate of the destitute human being, It 
becomes the primary function of development, in a poor community, to meet as a 
priority two sets of needs of the deprived individual: One, the material needs like food, 
nutrition, health, education, housing, development and income; and second, certain 
non-material conditions which the poor need (and, more often than not, are denied): 
the opportunity for self-reliance, participation, self-determination, security, identity 
and freedom. This dual dimension explains, in part, the known UN emphasis on 
human and social development side by side with economic progress. 

It is therefore, natural for UNICEF to look towards voluntary organizations as a 
major channel for advocacy, for influencing public opinion on behalf of children and 
for increasing public participation in mobilizing resources as well as in putting them to 
use. We seek to promote this aim generally and in specific fields; in the industrialized as 
well as developing countries. 

Non-government organizations are also a valuable and continuing source of 
information, opinion and recommendations in fields of mutual interest in which they 
have special experience and competence. As UNICEF seeks to pay more attention to 
policies and services related to child development, to children with special problems 
and to the non-material conditions of the young, issue-oriented and theme-based 
collaboration is increased; new coalitions are formed; new ways of cooperation are 
developed. 
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It is generally agreed that a development strategy for direct assault on poverty can 
work only if the disadvantaged segments of population (and under-served areas) are 
disaggregated for discriminatory, priority attention. Voluntary organizations which 
operate at the local level are eminently suited to help in this task of identifying people 
and children as subjects of development. Many of them have the flexibility and freedom 
to respond to neglected problems. They can play an important role in policy formation, 
by presenting and interpreting needs, and they can monitor action to meet these needs. 
They can encourage local participation and enlist local support, especially resources, 
for development programmes. 

UNICEF is of the view that voluntary organizations have a rather unique functional 
capacity to bridge the traditional gap between the power of government and the 
potential of people. To the extent that these are joined, development becomes easier. 
And this is a matter of establishing and continuing communication, contact and trust 
between the government and the community. Voluntary organizations have gone 
beyond providing this critical link—to organizing social service systems where none 
existed. Their role becomes important in motivating community interest in basic 
services. Through innovative projects and determined experiments, they can demons- 
trate what might later be undertaken on a broader scale with government support. 
Time does not permit us to dilate on ways voluntary groups can make (and have made) 
a pioneering difference to non-formal learning; health care; nutrition; family planning; 
family self-reliance; women’s activities; water supply and sanitation; and emergency 
relief; but some of us present here can testify to the goodness of many of them on the 
strength of their work in India and elsewhere: We are not suggesting that a group 
becomes good merely because it is voluntary. But we think that voluntary work does 
help in the current search for new forms of social life which is what development is 
about. 

Involving the citizen: It is useful to establish a well-understood system of criteria to 
promote citizen participation in development. Here again UNICEF has some 
experience. While our programme cooperation can be extended only on the basis of a 
government request and for programmes for which the government accepts responsi- 
bility, voluntary groups are, in many instances, designated by governments to carry 
part of the operations. And the services they provide thus receive a measure of support 
from UNICEF. Any non-governmental organization which has consultative status 
with the UN Economic and Social Council or with any specialized agencies, is eligible, 
upon request, for consultative status with UNICEF. Those having consultative status 
can be present in the UNICEF Board sessions at which they have an opportunity to 
make their views known. This apart, there is a NGO Committee on UNICEF which 
promotes a two-way exchange of information and experience between UNICEF and 
non-government organizations at national and international levels to encourage 
consultation and cooperation among them and with UNICEF; and to provide a forum 
for discussing UNICEF policies and programmes. We believe that this experience is a 
step, however small, towards a democratic theory (and practice) of development. 

Principles to guide: The rather mixed development experience of more than two 
decades should help us in deriving some operational guidance in the field of 
development assistance: 

— There has to bea shift in the content of assistance from capital intensity to relevance 
to life and living—with predominant emphasis on awareness building, innovation, 
training, self-monitoring and self-evaluation. 

— This must be accompanied by a change in the distributive pattern of assistance, 
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leading to greater concentration in area-specific and people-specific assault on back- 
wardness and poverty. 

— There has also to be a change in the character of programming from centralized, 
vertical, sectoral activities (however good they may be) to decentralized designs and 
delivery mechanisms. 

— Greater awareness on the part of the poor needs to be matched by a stronger spirit of 
sharing by the non-poor. While more value has to be derived (for the people) from 
every dollar that is spent, there has to be an increase in the quantum of resources 
available by their transfer internationally and within thé country. 

— And lastly, in keeping with the agreed priority for developing the human resource, 
effort must focus on the young child. Practically, this means strengthening the 
hands of the mother in village or slum. 

Policy elements: Certain policy implications—or imperatives if you will—flow from 
this perspective. Indeed these are increasingly reflected in the development designs 
accepted by several governments: 

— First, unless the development process is decentralized (in operational terms) it will 
not be easy to restore to people their right to be at the centre of it. 

— Second, (as stated in The State of the World's Children, recently published by 
UNICEF) “Organized communities and trained paraprofessional development 
workers, backed by government services and international assistance, could bring 
basic education, primary health care, clean water and safe sanitation, to the vast 
majority of poor countries in the developing world.” As the report argues, it is not 
the possibility of this kind of progress that is now in question; it is its priority at the 
policy level. 

~ Third, there needs to be political determination to do this. 

The concept of converging development is nothing new. But, broadly speaking, we 
are yet to translate it into live links between various basic services on the one hand and 
other development aims like employment, productivity and modernization on the 
other. Nor are the common social services brought together at the stage of their 
delivery to individuals and families. We have to learn new lessons from the adverse 
effects of uneven and fragmented development in the political, economic and socio- 
cultural sectors. 

Having mentioned the need for converging the directions and sectors of develop- 
ment, let us point to the equal urgency in bringing together the means of development. 
Our experience in UNICEF has been that success comes when resources, services and 
agencies coalesce within a community towards a common purpose and priority. We 
would consider the human agency as the most crucial. 

Collective responsibility: Within a country, the operational responsibility needs to be 
clearly shared (without being diffused) between different levels and different groups. 
On the one hand, intermediate and local levels (state, district and block) have to be 
trusted with powers coterminous with responsibility. On the other hand, the 
multiplicity of interest groups has to be drawn into direct and active involvement in 
development tasks. Increasingly, they want to be so involved, especially in social and 
human development—for reasons of humanity and enlightened long-term self- 
interest. And there are such different dimensions to social change as to leave room for 
all of them—in organization, management, communication, transfer of resources, 
technical assistance, provision of supply, lobbying for legislation, support for 
litigation. There are professional, cultural, religious, business and academic groups who 
have the competence, inclination and influence to participate. There are outh clubs, 
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women’s organizations, cooperatives, trade unions eager to fulfil themselves through 
social work and service. There is, as you are aware, no dearth of development themes 
and areas of action for them to get fruitfully involved in as soon as they are ready. For 
example: 

— Literacy of girls and mothers; 

— Attack on anaemia in growing children, pregnant and lactating mothers, industrial 
and other workers. The feasibility of this through the use of iron fortified common 
salt has been established. 

— Control of goitre, (which affects 40 million Indians), by using iodized salt (or other 
forms of iodine). 

— Laying the nutritional foundations of new generations by protecting and promot- 
ing the traditional (but threatened) practice of breastfeeding, complemented by 
appropriate and timely weaning practices. 

— Relevant education in support of better health, hygiene, and environment. 

— Spreading awareness and changing behaviour by two-way communication through 
every possible channel. 

We have mentioned a few illustrative possibilities but the scope for meaningful 
voluntary participation is virtually unlimited. 

The constituencies of voluntary agencies are neither congruent nor in conflict. 
Intelligently enlisted, they can quicken the pace of development, and incidentally, 
effect some saving of public money at a time of financial stringency. 

The field of socio-economic development is a mosaic of interests, attitudes and ideas. 
We must have the imagination and patience to tap the richness of its variety to further 
the aims of development. One way to do this in the context of external assistance is to 
coordinate (and thereby enhance the impact of) the international commitment. As 
each agency operates in relation to its own criteria for assistance and is accountable to 
its own source of support, dovetailing the financial, intellectual and technical resources 
and efforts for optimum use may not be achieved spontaneously. But we believe this is 
possible, once the design and direction of development are clearly outlined for the 
specific purpose of establishing a viable partnership in development—that could lead 
to genuine group effort and joint programmes, on behalf of children. 


2.7 Being helpful to children 


HILDREN have only lately begun to be one of the substantive con- 

~ cerns of development planning. And it may be some time before they become the 
main priority among competing demands on national and global resources of many 
kinds: food, technology, money, communication and, above all, the awareness and will 
to know and to act for changing the human condition. For its part, and in progressive 
fulfilment of its mandate from the General Assembly, the United Nations Childrens’ 
Fund would like to hasten the acceptance, in practice, by peoples and their 
governments of the truth that development begins with children. Toward this end we 
welcome serious public discussion of the situation of children and an open and 
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continuing debate to influence public opinion. The State of the World’s Children 
report of 1984, like those of previous years, is primarily intended to stimulate 
discussion and debate, policy and action in particular national contexts. It is good to 
see the process picking up pace. 

Two opinions: Obviously, there are two opinions on the means to change the 
situation of children, which is unacceptable by any standard—infant mortality, 
childhood morbidity and subnormal development. A strongly held view sees structural 
impediments in the social order coming squarely in the way of any lasting situational 
improvement. Another argument puts economic growth as a precondition for 
development of children. UNICEF recognizes, and has repeatedly gone on record, that 
changes in the structure of a society (reflected, for example in land ownership and 
employment opportunities) as well as a reasonable rate of growth of a national 
economy (currently under extra strain from global recession) are necessary to assure 
proper development of the human resource. Our message is that it is inconceivable that 
children should wait upon either to happen for meeting the immediate needs for their 
healthy growth. All the more so at a time when neither economic development nor 
social change is moving rapidly ahead. 

The perceptions of UNICEF, gathered over the years of co-operation with over 100 
countries, are nothing if not experiential. The essence of this experience is that basic 
services (in nutrition, health and education) can be organized for children from poor 
families, in advance of an improvement in the poverty situation itself. This effort at 
social organization, on behalf of children, is the function primarily of awakening the 
awareness of the community itself—acting with the support of voluntary social 
workers, enlightened educators and conscientious community health workers. The 
strength of these categories is presently smaller than demanded by the needs and 
numbers of the poor; but one of the most hopeful signs of the day is that it is increasing. 
And simultaneously the consciousness and confidence of the poor is growing on the 
one hand, and governments, irrespective of ideological persuasion, find themselves 
impelled to respond. 

Loosening poverty’s grip: In communities where basic services for children, includ- 
ing the sources of nutrition, have been established, infant mortality rates have come 
down; the motivation for more births to insure against likely deaths has weakened; 
communicable diseases have been controlled; levels of literacy have risen. In short, the 
hold of poverty itself has loosened —making basic services for children an important 
and durable plank of an anti-poverty programme. 

It is a function of UNICEF to encourage initiatives in this direction and also to 
disseminate the knowledge of successful examples in many countries—as the latest 
report on the State of the World’s Children does. To multiply these breakthroughs ona 
national scale is a developmental challenge, which remains to be met. Whether it can be 
met—and how—is the paramount concern of UNICEF in all the countries where it 
cooperates. 

UNICEF does not determine or execute programmes for children; this is a function 
of the government and people of each sovereign nation. What it does is to advocate— 
on the strength of its working experience—policies and strategies appropriate to the 
development of the very young; to focus on matters for priority action; to forge 
linkages between one basic service and another and among disciplines, functions, 
organizations and citizen groups; and finally, to assist, within the limits of its modest 
resources, those aspects of development which might not receive timely emphasis but 
for such assistance. Naturally, the action plans of UNICEF dovetail with the 
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programmes of governments and, with their approval, with the work of non- 
government organizations. 

Natural priorities: In many developing countries, most children are caught in a 
continuing, poverty-induced emergency imperilling their survival, nutrition, health 
and development. Certain priorities are necessarily established, within the “basic 
services strategy” to meet the situation. They may not be the same for any two 
communities. For example, combating anaemia which affects about half the child 
population in countries of South Asia is an evident priority. So too is iodine deficiency, 
leading to goitre or worse, which is estimated to have spread, due to environmental and 
dietary causes, to anywhere upto 200 million people in India alone. Both must and 
can overcome by relatively simple, affordable and effective means like fortifying 
common salt with iron and iodine. Iron fortification of salt is a breakthrough in 
technology which Indian scientists have accomplished. 

Certain other priorities seem to be common for most developing countries, arising 
from the enormity of the numbers of children at risk; which, in turn, has been traced to 
the dreadful link between malnutrition and infection. In any community—rich or 
poor—the best food for an infant is its mother’s milk. There are some myths about 
ability and availability which scientific studies have not yet diminished. For example, 
not many know that it has been scientifically established that even malnourished 
mothers have a natural capacity to lactate. This is of course not to suggest that 
nutrition for expectant and lactating mothers is less of a priority. What is needed is to 
ensure—through regulatory, educational and supportive means—that nothing comes 
in the way of a child’s natural right to its mother’s milk. Similarly, the most important 
single check on a child’s normal healthy growth is its regular gain in weight. It is not 
argued that monitoring will assure growth, but in its absence, neither mother nor 
health worker, may notice growth faltering in time to arrest and reverse it relatively 
easily. It is therefore an elementary function of the community health system to make 
weight measurement possible for children in addition to whatever else it may provide. 
Likewise, the best treatment for a child at risk of dehydration is the early 
administration of oral rehydration therapy, which is within the means of all families, as 
experience in Bangladesh and India shows. And, the best protection against six of the 
most dangerous diseases of childhood is complete immunization during the first year of 
life. There is no technological or financial reason for a country not to achieve universal 
immunization within the next few years, irrespective of the status of current coverage. 

These and similar protective priorities in child health hold together, promote each 
other and support nutritional improvement. Indeed, mother’s milk and oral rehydr- 
ation are themselves major answers to malnutrition. It would be misleading to argue 
that, once these priorities are perceived, some should get precedence over the others. If 
the development experience of UNICEF holds a lesson, it is that services for children 
must operate together for any of them to have durable value; and for their total impact 
to be more than the sum of their separate effects. 

Would it be a tall order to expect the relatively simple child health priorities to be put 
into practice? Not if governments decide to use the Opportunity offered by a set of 
propitious circumstances: the steady spread of literacy including literacy among 
women; ready availability of simple technologies; and finally the unfolding means of 
communication for disseminating relevant knowledge. Not if the media, religious 
institutions, voluntary organizations, public and private enterprises, and the health 
and related professions decide to regard child health priorities as social priorities and 
do what they can to extend this unprecedented opportunity to the poor. 
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The role of UNICEF is to advocate what can be done. We are encouraged in that 
many countries are actually doing, often on their own, what is advocated. This effort 
outgrows the traditional “delivery systems” in health and related fields. Alternative 
channels are being discovered or improvised. New allies are joining forces in the cause 
of children. Despite the general international climate of tightening funds, voluntary 
contributions to UNICEF from governments and private sources are increasing. 

The results for children so far may not be spectacular on a social scale, but the trend 
is clear and the time to strengthen it is now. 


2.8 The challenging pace of change 


N relation to the young, there are many factors which are at play. One of 

these is what we often refer to as the “generation gap.” The other, and this perhaps is 
a favourite, is what we refer to as the “language gap.” We will be referring to 
differences between the environment in which today’s graduating class finds itself and 
that of the graduating classes in which we found ourselves and perhaps, if the clock 
does not run out,-some elements of the environment in which graduating classes in the 
next couple of decades will find themselves. 

Our honoured graduates tonight have had enough—(at least for a while)—of tests 
and examinations and other probing techniques. It is perhaps the turn of the parents 
now to have a small examination which will relate to the language gap and perhaps 
subliminally indicate some of the changes that have taken place between the time we 
graduated and the time you are graduating. 

A law of life: Be that as it may, it is an ancient insight that change is the law of life. 
But the pace of change today is unprecedented in all of history—at least as we read it. 
Nothing around us seems to remain the same, from the speed of communication to the 
price of whatever you want to buy; from the accumulation of knowledge to its 
application in practical ways. 

All the same, humankind is faced with other kinds of challenges which are essentially 
unchanging: how to live peacefully in a community, in a nation, and in the global 
community; how to live at peace with oneself and with one another; and how to do so 
while enjoying a creativity that only comes from human freedom. These challenges are 
among the most important each of us faces. And you as graduates face them in a very 
difficult, but very exciting period of human history. The question remains now of how 
to address these challenges in this environment of constant change. 

Some of the things we will be saying could be interpreted as messages of doom. That 
is not the intention. However, to avoid them and to pretend that they are not there, 
may well cause the very gloom we all want to avoid. 

It would go against the spirit of youth, if one were to harp on the harshness of the 
world into which you are stepping from the most carefree years of your life. Rather, 
you have an opportunity to harness the forces of technology and organization to what 
appears to be the toughest task of development: the building and nurturing of the 
family of people. Our generation has made some progress. Great strides have been 
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made. We also believe that more rapid progress is possible and that this is not a 
hopeless task. 

The world has a good number of good and genuine people and many of these you 
have already found, and many of these you have already worked with. Indeed, human 
qualities are shared by everyone in some measure or another. To augment this common 
fund of goodness and intellectual curiosity, is the very purpose of education. 

The global village: For a moment, let us take a look at the global village in which we 
all reside. About 40 years ago when we were graduating from high school, we learned 
that the world had over 2,000 million people. And we had problems figuring out all 
those zeros! We did not have computers. 

Today we seem to be living in a place made much smaller by technology; and events 
taking place in one small—previously remote—community are flashed instanta- 
neously by television and satellite. When we were graduating television was still a 
dream of the future and had only been exposed to the public at the world fair in 1939 in 
a tentative way. 

While the applications of these technologies are taking place, the crowd has been 
getting bigger and we are now over 4,500 million human beings in our global village. As 
you enter the 21st century and move, as you will, through at least its first quarter, the 
population of our global village is likely to swell to over 8,200 million. 

In other words, between the 1940’s and the 1980's, the population of the world 
doubled. Between the 1980's and the early years of the next century, it will double 
again. It is obviously not too early to plan the size of the human family whose integrity 
we are seeking to preserve and improve. 

While we look, therefore, at the size, we should look at the implications of the size in 
a variety of ways. For example, ponder the implications of the poor growing in number 
at an annual pace currently of around 2 per cent. While the number of the non-poor is 
growing at a rate of less than three fourths of one per cent. Consider, for example, the 
shrinking proportion of the population of the industrialized parts of the world, to the 
total world population. In 1950 the percentage was around 30. In 1980 it shrank to 23. 

By the year 2025 it will be reduced to about 15 per cent. 

Mega-cities are becoming part of the landscape. Mexico City with some 20 million 
people is larger than many independent countries. At its present pace, half of the 
world’s population will be living in urban areas by the third decade of the next 
century—most of them pushed out of their villages by sheer poverty. 

Reshaping strategies: In the 1950’s and the 1960’s it was thought that poverty could 
be eliminated by accelerating economic growth—more and better investments 
through larger domestic and foreign savings; and life’s quality could be improved by 
education and technical assistance. 

In part, this concept worked, but not as well as we had thought it would. For we 
began to realize that the employment of the poor has to be expanded and their 
productivity increased. Experience has also shown that employment by itself does not 
suffice. For the uneducated worked long hours and they were not very productive; they 
owned few assets and the returns on them were very low. Thus, we learned that a 
permanent solution to poverty could not come by transfer of income alone. The poor 
among us needed extra productive assets. While this aim could be pursued with some 
success in the case of the small farmer and the small-scale industrial producer, there 
was no easy solution for those without assets of any kind like the landless poor for 
example. The only capital they could invoke was human; and that gave us additional 
births in the family. 
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But a way to improve their productivity is what we in UNICEF call “basic services” 
like: elementary education, primary health care, basic nutrition, safe water supply and 
clean environment: economic growth and the reduction of poverty became comple- 
mentary. We are now beginning to realize that attempts to lower the birth-rate cannot 
be dissociated from providing the basic needs of the people who account for the high 
rate. Thus what was ethically necessary and socially just has, in our generation, become 
economically and politically ineluctable. 

Representing an organization that counts itself the advocate for children, we must 
commend to you a global perspective on the iceberg of the problem we have 
mentioned. It is all to the good if people are concerned about children who are close to 
home. But at the same time, it is necessary to develop an umbrella of concern that will 
shelter children everywhere. The population trends, some of which we have mentioned, 
if not for altruistic reasons alone, argue for such global concern. It is unwise not to 
show concern for the development of children in the entire world. For if all of them are 
not fed, not educated, not nurtured, then the consequences for those that represent 
what will be a growingly small minority, are likely to be very grave indeed. We will have 
to come to realize that when one child starves anywhere in the world—and there are 
thousands of them who starve daily—silently—in many parts of the world, then our 
own children are also threatened. Such is the growing interdependence in our world 
teday. 

Justified hope: Can the world afford the cost of meeting the basic needs of some 500 
million under-nourished and some 800 million illiterate persons, including about 250 
million who never have been to school? Can resources be found to reach health care to 
about 1,500 million persons who now go without any health service whatsoever? Can 
safe drinking water be reached to millions of people denied it, and of whom an 
estimated 750,000 die each month from water-borne diseases? The answer is a very 
definite “yes,” 

All problems related to poverty have been aggravated by continuing threats to world 
peace and the lingering crisis in the world economy. Scientific technology and social 
organization at this stage in our history provide unprecedented opportunities to 
reverse the trends that we have all too superficially described. Our generation has made 
large strides in this direction. Your generation can seize this opportunity to blend the 
available technology with the available and growing social organization of the world 
community in such a way as to empower more and more people to become self- 
sufficient, and self-reliant. We did not have television. We did not have the transistor 
radio either, And that is one of the technologies which is available if we would use it, 
and use it wisely. 

If the harnessing of the available technology in medicine, communication, health 
and learning can somehow be married to the existing and growing social 
organization—which includes a growing number of literate men and a growing 
number of literate women in developing countries—the future can be much brighter 
for children and therefore for all of us, than ever before. 

Perhaps for the first time in history it is possible to ensure that individual human 
beings are not forgotten; families are not despised; and children are not deprived. But 
this opportunity for accelerated progress is possible only with a number of “‘if’s.” 

If governments embrace this opportunity for accelerating developing services and 
making all elements of each government responsive; if the international development 
cooperation community commits its efforts to promoting appreciation of this 
opportunity and making available the resources to help countries and communities to 
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act; if the effort is joined in each country by a vast array of those media, institutions, 
organizations and private enterprises which can provide or become the service delivery 
systems; if you who will be the planners and implementers of the future, constantly 
remember that this opportunity will only succeed in the long-run ifit is part of all other 
ongoing efforts to improve the quality of life of humankind; and, if we remember that 
the ultimate essence of the endeavour is to make people more self-reliant and less 
dependent on outside institutions or government bureaucracies. 

Frankly, we look forward to seeing you take on these challenges. Your generation 
will have the power in its hands to eradicate forever disease, famine, unreasoning 
prejudice—or perhaps ourselves. And that is the challenge of our times and 
yours. 


Remember when hippy meant big in the hips, 

And a trip involved travel in cars, planes and ships? 

When pot was a vessel for cooking things in, 

And hooked was what grandmother’s rug might have been? 
When neat meant well organized, tidy and clean, 

And grass was a ground cover, normally green? 

When lights and not people were switched on and off, 
And the pill might have been what you took for a cough? 
When groovy meant furrowed with channels and hollows, 
And birds were wing’d creatures, like robins and swallows? 
When square meant a 90-degree angled form, 

And cool was a temperature not quite warm? 

When swinger was someone who swung on a swing, 

And pad was a soft sort of cushiony thing? 

When tough described meat too unyielding to chew, 

And making a scene was a rude thing to do? 

Words once so sensible, sober, and serious, 

Are making the freak scene, like psychodelirious, 

It’s groovy, man, groovy, but English it’s not. 

Methinks that our language is going to pot. 


2.9 The years ahead 


Wt have come some way to have reached what we believe could be a turning 
point for the 300 million and more children in South Central Asia. A quarter of 
them are small children below six years, living in conditions of poverty, too young even 
to ask for the help they need but do not yet quite receive. 

An obviously deeper degree of destitution in Africa does not reduce the urgency and 
unequalled size of the problem in the south of Asia. Our mandate is to help children 
everywhere to an extent they no longer stand in need of help. Our strategy is to work in 
ever new ways, and harder, with governments and peoples towards this aim. Today, we 
have for consideration perhaps the most ambitious single country programme—the 
five year plan of co-operation with India, over 1985-1989. It is ambitious for good 
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reasons, not so much in the aggregate size of the operations as in knitting together the 
strands of development into a unified trans-sectoral programme of durable effect and 
value. 

We would like to touch on three broad, mutually connected aspects of UNICEF 
programme activity in the Region. First, a quick update on the regional report. Second, 
a brief review of the process established for preparing a country programme. And third, 
a perspective on the 1985-89 India Programme. 

It is about a decade now since UNICEF adopted, and the General Assembly 
endorsed, the Basic Services Strategy. The central elements of this strategy—namely 
the convergence of the services that a child needs and their rooting in the community— 
have been unreservedly accepted by the governments of the region and therefore 
become integral parts of the programmes of co-operation. This is so, for example, of 
the Sri Lanka programme approved in 1983, the India programme coming up and the 
Nepal and Bhutan proposals due next year. 

Strategic shift: Consequent on these emphases in our co-operation, two major 
operational implications have followed, both of which mark significant departures 
from tradition within public administration. The inter-sectoral character of child- 
related services is now accepted in principle, incorporated in planning as well as 
programming, and reflected in the emerging institutional mechanisms. We are 
strenuously promoting this trend with some success in all the countries of the region. 
At the same time, to involve the community in programmes and to interest the larger 
public in them, we promote communication with a social purpose, built around 
organized information, education and training and extended to all layers of 
functioning, adapted to different audiences in society. Just as there is no way that one 
ministry of government can look after the range of children’s needs, the task is too 
ramified to succeed without the government and the people pulling all the way 
together. 

In practical terms this new orientation has meant increasing change in the nature of 
UNICEF support from supply of hardware for linear expansion of physical facilities to 
what may be called awareness and capacity building. Indeed, governments are paying 
more attention than ever before to communication and training in relation to social 
services, 

In terms of outcome, we believe this perceptional and strategic shift has contributed 
to the slow but steady improvement in the indicators of child survival in all the 
countries of the region. For example, the most recent computations of the Government 
of India seem to confirm a substantial reduction in the child death rate as well as in the 
infant mortality rate, in relation to the unyielding plateau on which these indicators 
lingered through most of the 1970s. Though these rates appear to have fallen in step 
with the declining death rate for the total population, they still remain unacceptably 
high, a situation which the 1985-89 India programme seeks to address. 

Content of cooperation: It is a propitious circumstance that there exists a trend that 
needs only acceleration and not reversal. During 1981 we began to grasp some of the 
levers that would accelerate progress. Among them were improved infant feeding 
Practices, better management of infant diarrhoea and certain basic elements of primary 
health care like immunization, maternal care and prevention of locally endemic 
diseases including debilitating deficiencies of iron, iodine and vitamin A. The idea was 
to orientate ongoing programmes of co-operation in convergent as well as uni-sectoral 
Services and make them the ready vehicle for survival, development and protection 
Strategies of the highest priority. These efforts were greatly reinforced by the State of 
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the World’s Children reports that followed and the governments in the region were 
equally responsive. 

To sum up this rapid overview of the state of UNICEF programming in the Region, 
we would say that: 

— convergent services are increasingly in place, 

— technical services are slowly shedding their compartmental character in healthy 
overlap, 

— participatory communication with communities is steadily becoming more exten- 
sive and intensive, 

— UNICEF support is progressively changing its nature from material supplies to 
“software” in support of programme-related information, education, training and 
communication, 

— strategic interventions in the mother-child life cycle, of an urgent nature, for 
survival, development and protection, are intermeshing more and more with the 
development challenge to break the poverty-induced circle of ignorance—ill- 
health—low productivity—unemployment—and isolation and we are able to 
“insert” key interventions for children and women into existing programmes, 
channels of delivery, and training schemes, and finally, 

— certain basic child-related indicators like infant mortality appear to be in a trend of 
improvement. 

Programming process: Before we come to the India programme for the next five 
years, we would like to present an outline of the systematized process by which a 
country programme is prepared, in India and elsewhere. This is complemented by the 
mechanisms set up to monitor its implementation and to evaluate the results and, over 
time, the impact. For purposes of topicality, we shall focus on India, 1985-89. 

Planning implies solution of problems. And it must find a dynamic balance between 
change and continuity, ambition and realism, programme priorities and absorptive 
capacity. 

The workplan for 1983-1984, the preparation of the India Country Programme 
Exercise, consisted of five major steps: 

Situation Analysis 

Policy Analysis 

Programme Priorities 

Plan of Operations 

Financail Ceilings 

The Situation Analysis, prepared by a small team in the Regional Office, identified the 
actual living conditions of children in terms of the gap between existing needs and the 
means in hand to respond to these needs. It drew extensively upon data from official 
sources of government as well as from published findings of professional research. 
The data were interpreted in relation to the national policy framework for social and 
economic development. 

Published in April 1984, the Situation Analysis covered an extensive range of topics 
including the economy, demographic trends, health, nutrition, education, condition and 
status of women, environmental sanitation, water supply and urban shelter, child 
disability, destitution and labour, communication, and finally a perspective on policies, 
programmes and prospects. Some 10,000 copies were printed for wide distribution 
among government colleagues at the Centre and in the 31 States and Union 
Territories, social institutions, research organizations and voluntary agencies as well as 
other UNICEF offices. The publication was appreciatively noticed in the press and by 
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users for its content, clarity and presentation. The document justified the hope that it 
would be an effective tool of programming for children. It was extensively drawn upon 
and provided a frame of reference through the subsequent stages of the country 
programme exercise. 

The Policy Analysis was helped by the happy coincidence of the parallel exercise in 
government for the preparation of the seventh national five year plan, 1985-1990. A 
close track was kept of the critical issues from the mid-term assessment of the sixth plan 
and the variety of government schemes such as the minimum needs programme. 
Programme sections in the regional office remained in touch with the relevant working 
groups of the National Planning Commission engaged in formulating the seventh plan. 

The analytical insights and experience gained over the past years suggested a number 
of Programme Priorities. In establishing these, we also took into account a good 
number of evaluations conducted by Government, by UNICEF and Government, and 
by other institutions. Moreover, we also made valuable use of the information 
regularly revealed by our monitoring system in place since 1982. We then—in concert 
with the government—set the criteria for UNICEF co-operation. Thus priority is 
given to those activities which: 

—have the most direct, cost-effective impact on child survival, protection and 
development; 

— strengthen the status and involvement of women in development programmes and 
pay special attention to women and children in under-served parts of the country; 

~ give emphasis to participatory communication as a stimulus for development, to 
training and extension activities; 

- promote community involvement and action, and have a multi-sectoral, multi- 
disciplinary approach to child development. 

Meanwhile, simultaneously with the preparation of the country programme we 
accelerated the insertion of child survival, development and protection issues into all 
components of the programme of co-operation. 

These concerns were promoted through all components of the country programme 
with the aim of making them increasingly the common concern of all segments of 
society (and not merely of the Government and UNICEF). Among the major means of 
promoting these concerns were the Integrated Child Development Services (ICDS) 
with emphasis on additional services, convergence of services on the ICDS project 
population through the ICDS channel as well as outside it and participation by non- 
government organizations and the local community itself. In addition, there would be 
the Women’s Development and Social Inputs Programme in the rural areas and the 
Urban Basic Services to complement the efforts to assist the establishment of 
sustainable rural communities that would not need to migrate to towns and cities. 

Two other imperatives that emerged from this exercise were the urgency to advocate 
fewer infant and child deaths as a major means to fewer births, and the need for greater 
social equity, with focus on girls and women, and through learning and earning 
opportunities, higher productivity of the poor, increased production by them of basic 
necessities and equitable distribution of economic growth. : 

This set of programme priorities emerged through a continuous interaction between 
programme officers and government counterparts through 1984. These were reflected 
in discussion papers which were refined and consolidated into a UNICEF Position 
Paper. After an internal appraisal of the progress of the country programme exercise, 
together with colleagues from New York as well as from the zones, the Position Paper 
was formally reviewed in a joint meeting with seven ministries of the Government of 
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India, with the Headquarters participating. From this consultation emerged the 
consolidation of proposed programme activities. The agreed draft of the Plan of 
Operations 1985-89 was then compiled and reviewed similarly with the government 
and headquarters colleagues in time for submission to New York. The Country 
Programme Recommendation is a gist of this Plan of Operations. 

It is important to add that the programme proposals were formulated on the basis of 
quantified estimates of targets at action component level taking into account 
objectives, methods, feasibility, costs and probable impact on the one hand and 
UNICEF policies as approved by the Executive Board, priorities established with 
government for UNICEF co-operation and national policies regarding children on 
the other. 

The Financial Ceilings were arrived at on the basis of indicative costs, indexed to 
inflation, but adjustable within a flexible range depending on final funding. 

In parallel with the country programme exercise, we took advantage of the 
opportunity to review and revise the budget for the 1984-85 and 1986-87 bienniums, to 
match the operational requirements within UNICEF. 

We may, at this point, touch on a dilemma facing us, particularly in respect of India. 
This is a consequence of a conflict of two legitimate aims. On the one hand we try to 
keep to a minimum the volume of papers submitted to the Executive Board. On the 
other the local colour and flavour, valuable in themselves, are substantially lost if basic 
documents like the Plan of Operations and the Situation Analysis are withheld. The 
more so, as these documents present but the essence of a diverse picture that is the 
federal Union of India. They are, of course, available for reference. 

The Country Programme Recommendation, together with the agreed draft of the 
1985-89 Plan of Operations are self-explanatory. Our present purpose is only to 
highlight a few factors which give us the confidence that the plan will work. 

Reasons for hope: First, the government commitment to the programme content in 
the new cycle of co-operation is politically firm and financially many times the 
UNICEF contribution. In fact the main role of UNICEF would be to assist in keeping 
the focus on children, in involving the community through communication and in 
monitoring and evaluation. 

Second, the UNICEF participation has outgrown individual projects to become 
geared to and increasingly coterminous with, the development process itself. At the 
same time the involvement is not diffused over too many concerns but focuses on 
specific and feasible child survival and development goals. 

Third, each co-operating ministry is working jointly with sister ministries and we 
would like to believe that UNICEF has played a part in bringing down, or at least 
lowering, the dividing walls, for moving forward with child-related programmes. 

A number of other significant changes to conventional practice are taking place in 
the administrative system. A few examples will illustrate: 

~ The seventh national plan, 1985-90, supports social and human development goals 

more than in previous plans, in terms of strategic priorities, levels of investment and 

modalities of decentralized functioning. 
~ Inter-ministerial co-ordination at the political level is taking place in the pursuit of 
child related goals like universal national coverage by 1990 of immunization and 

home-based diarrhoea management, by 1990. 

- Hitherto under-emphasized concerns like women’s development and social com- 
munication are becoming national programmes. 
— The Integrated Child Development Services (ICDS), now past its infancy and 
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covering about a sixth of young children in need, is set to expand quickly if also 
cautiously. 

— The policy decision already taken to iodize all edible salt in the country is to be 
implemented in the next five years in response to the finding that about.a fourth of 
the total population is at risk for iodine deficiency disorders. 

— For the first time the national government is fully participating in planning and 
steering urban basic services in the spreading slums. : 

Thanks to the experience of partnership in development between the Government 
of India and UNICEF for over three decades, the role of UNICEF is clearly etched 
and better perceived than ever before by our counterparts and the public. We are a 
junior partner, but a valued one, because of our continuing relevance to children 
at risk. 

We are trying to translate to action the relevance of UNICEF in all ways we can, 
even by hitherto untried means. Let us illustrate through a couple of examples: 

— Early in 1984, we worked with the WHO South East Asia Region on a proposal to 

begin, improve and accelerate control programmes for iodine deficiency disorders. 
The idea behind this inter-country initiative was to prepare for, and start 
prophylactic measures through modest UNICEF funding and ‘WHO technical 
support upto the stage when the activity commended itself for inclusion in country 
programmes of UNICEF co-operation as a component of primary health care. We 
are glad to report that preparatory studies and steps have been completed in half of 
the 16 Asian countries (spread over two UNICEF regions and China). We have 
been able to influence government policies to an extent that universal salt iodation 
has been accepted and is being acted upon by several governments, Bhutan and 
India among them. There is the realistic prospect of eliminating iodine deficiency 
disorders from the continent in the next ten years or so. 
We mentioned the imperative to involve all segments of the national community, if 
the Government-UNICEF co-operation is to succeed, given the nature of the social 
goals we are pursuing. We take pleasure in mentioning that we have succeeded in 
establishing strategic alliances, not only with traditional partners like voluntary 
development agencies and social research institutes but also, for example, with the 
Federation of Indian Chambers of Commerce and Industry in promoting drinking 
water supply and rural sanitation, with a number of women’s organizations at the 
national and state levels on specific child-related issues, with Scouts and Guides for 
‘youth in service of children’, with Rotarians in immunization, with Jaycees on a 
variety of programme concerns, with religious organizations in particular projects, 
and with theatre groups in concerns such as leprosy control. We would like to say 
that these strategic alliances are increasing and the areas of co-operation are 
widening. 

— And this brings us to the last point we wish to make—on the principal means of our 
co-operation, namely social communication. We understand it more as a common 
good than as a commodity. We seek to centre it on organized information, sharing 
of experiences, learning together and training in a continuous process. This is also 
feasible, given the developed infrastructure, ranging from the traditional to the 
modern and providing a variety of complementary channels for people to come 
together for joint effort. 

Having arrived at what we ventured to call a turning point, the prospect of a 
significant change in children’s lives in the next five years is as exciting as the process of 
transition is strenuous. 
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2.10 A new ethic for children 


E would like to introduce amidst wide-ranging concerns, a theme 

of universal import which actually receives only casual consideration. We 
shall try to argue the imperative for a new ethic in relation to children and to develop 
some of the elements of such an approach. 

At this midpoint of the penultimate decade of the 20th century, there is general 
agreement that we have with us, for the first time in recorded history, the knowledge as 
well as the wherewithal to banish from the face of the earth pervasive poverty and its 
manifestations like malnutrition and ill-health, ignorance and isolation, over the next, 
say, ten to fifteen years. Yet, he is a bold person who can predict that this will happen. 
For, against the seeming hopelessness of the present, people respect, more than they 
accept, the spirit of one of Goethe’s couplets: 

“Whatever you can do, or dream you can, begin it. 

Boldness has genius, power, and magic in it.” 

The challenge faces, to differing degree, all countries, industrialized as well as 
developing. It is global also in the sense that, given the growing interdependence of 
nations, a narrowly national approach to human development, is unlikely to succeed 
quickly or decisively. 

Reason and ethics: It is in this perspective that we seek to invite your participation in 
what we think would be the most productive material and moral investment of 

our time, our talent and any other resource that we may have. We submit that both 
reason and ethics point that way. And we are encouraged by an observation that “All 
good ideas look unrealizable; discussion makes them plausible.” 

Let us, for a moment, look at what has been happening around us. The frequency of 
armed violence, especially in the form of internal conflict, is increasing, virtually all in 
third world countries. As many as 20 million persons have been killed in 150 armed 
conflicts since 1945. Civilian losses as a proportion of total losses are climbing 
sharply—from 5 per cent in the First World War, to 50 per cent in the Second World 
War, to 80 to 90 per cent in recent years. Most of these casualties are women and 
children. 5; 

Disasters triggered by natural phenomena, particularly droughts and floods, 
currently affect even larger numbers of persons, and these are predominantly low- 
income persons who do not have the reserves to cope with the calamity. The number of 
disasters and their impact are increasing, not because geologic or climatic events are 
becoming more frequent, but because of the actions of people forced by poverty, 
inequality and rapid population growth to engage in destructive resource manage- 
ment. changing the environment. Hence most disaster problems in the third world are 
unsolved development problems. 

Elements of a new ethic: There is however a category of persons who have to be 
helped, more than the others, for self-development. They are the children, particularly 
young children. On the principle that help should go first to the neediest, children must 
receive the highest priority in national development planning. Their well-being ought to 
be the first charge on the resources of the nation. In fact, this condition is more in the 
nature of a must than something merely desirable. This is the first principle of the new 
ethic that we would plead on behalf of children. Unfortunately, this has not happened 
and even today only partial success has been achieved in according children the priority 
they deserve. 
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Not all those who are willing in principle to accord priority to children in 
development planning seem to be prepared to adopt a global perspective. And this 
includes advocates for children, Commonly, our concern is confined to our own 
children and to children “close to home”. But there is no conflict or contradiction in 
combining the concern for children in our own families, communities and countries 
with a conscious effort to develop an umbrella of concern that will protect all the 
children on the globe. We would consider such a catholic approach towards universal 
coverage as a second plank of an emerging ethic for children. 

This reasoning does not hinge solely on altruism. We can find egocentric reasons as 
well, for caring for other people’s children in countries and communities other than our 
own. Consider, for instance, the arithmetic of comparative population growth trends 
between the industrialized and developing countries. Ten years ago, children from 
Europe, North America and Japan accounted for 35 per cent of the world’s child 
population. At current birth and death rates, that percentage is predicted to decrease to 
no more than 5 per cent 25 years from now, by which time the world’s population will 
have again doubled. As we ponder over the meaning of these data, the unwisdom of 
showing no concern for the development of children in the entire world becomes 
apparent, If the children of the whole world are not fed, not educated, not loved and 
nurtured, the consequences for those that represent what will be at the time only 5 
per cent of the population, are likely to be extremely uncomfortable. The hard fact is 
that development is indivisible. And so is peace. 

The United Nations estimates the current annual world military expenditure to 
stand at about $1,000,000,000,000. Every minute, over $1,900,000 are diverted to 
defence expenditure. During that minute, 30 children die from the lack of food, 
vaccines or other attention. During 1984, a year of serious drought and famine, Africa 
spent more to import arms than to import food. 

It would be educative to juxtapose this situation with the economic argument for 
investing on priority for all children. It has been reckoned that “a dollar or a rupee 
invested in the intellectual improvement of human beings will regularly bring a greater 
increase in national income than a dollar or rupee devoted to railways, dams, machine 
tools or other tangible goods”. Let us clarify that we are not suggesting investment in 
one sector to the detriment of the others but only seeking a sense of proportion in 
determining the order of priority in the context of framing public policy. 

If you agree with the logic of this reasoning, the need for acceleration of whatever 
efforts are being made for development for children becomes clear. For, the earlier the 
investment is made in the life of a human being, the greater the yield. Given the grim 
facts of the situation of children—nearly 40,000 deaths each day of infants and 
children worldwide, perhaps an equal number of one form or another of disability, and 
many times that number of cases of stunted physical growth and diminished mental 
potential—the familiar gap between the time answers are available and the time they 
are actually and effectively applied seems to be unconscionable, certainly not 
acceptable. 

There are examples to illustrate the point. It has been known for many years that a 
dietary intake of traces of iodine (some 150 micro-grams a day) is essential for human 
health as well as foetal development. Yet there are areas in this and other parts of the 
world where half the population have iodine deficiency disorders and ten or more 
per cent newborns have neonatal hypothyroidism which borders on cretinism. 
During the past 25 years, the world-wide prevalence of iodine deficiency seems to have 
risen by 50 per cent. We also know that it has consequences far beyond-the common 
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symptom of goitre or the manifestation of cretinism, for iodine deficiency interferes 
with the educability of successive generations, perpetuating socio-economic depriv- 
ation and laying waste a good part of the already scarce national resources invested in 
childhood education. In India alone, at least 120 million people are at risk, a third of 
them, including 16 million children, known to be suffering. We must add that for at 
least 70 years it had been known that iodine deficiency is perhaps the easiest to prevent 
of various nutritional disorders; and prevent ona global scale through relatively simple 
techniques like iodinating salt. Yet this is to be achieved except to a fractional 
extent. 

This is the time gap we were referring to, between aspiration and fulfilment. And 
such gaps are visible across the range of health-related interventions on behalf of 
children, like: 

— protection and promotion of the practice of breastfeeding and proper weaning, 

through regulatory as well as awareness-building measures; 

— the need to protect all the children against immunizable diseases through universal 
coverage, rather than protect a small number of them with only a marginal effect on 
disease prevalence in the community; 

— the imperative to let mothers know that an appropriate salt-sugar solution, or rice 
water, can prevent their children from dying from diarrhoeal dehydration as they 
do today, literally in millions each year; 

— the urgency to fortify food with iron or to consume inexpensive iron-rich natural 
foods in situations, such as of South Asia, where at least half the pregnant women 
and children of pre-school age are anaemic for lack of iron in the blood. 

All these suggestions for action are based on science. What holds us from sharing 
these with people who can use, apply it and benefit on their own? There are numerous 
other imperatives, equally categorical and equally neglected due, in our opinion, to the 
absence of a public policy founded in a rational ethic. e 

In this view, we would consider the need for urgency and acceleration in positive 
interventions as an important principle of a new ethic in support of children. 

That brings us to two allied principles for the new ethic which the present situation 
of children calls for—first, the need for shifting the centre of gravity of the design of 
development from the professional elite to the underdeveloped community and 
thereby to provide the development process a firm basis in the community; and 
second, the imperative of simultaneity and convergence of services or interventions 
for children. 

It is at this point of decisive action that the primary health care concept becomes 
relevant: the community-based approach, training of paraprofessional and commun- 
ity workers, professional back-up, organic linkages with the health and other service 
systems, social mobilization of resources, pressing into service all possible channels of 
two-way communication between health workers at all levels on the one hand and the 
community on the other—all this strengthened by strong political commitment and 
government support. If this be the overall scheme of the primary health care approach, 
all the elements of primary health care itself are affordable even for low-income 
populations and as effective as any tested alternative. 

Political, professional, popular support: The concept of primary health care, which is 
central to the new ethic in relation to children, represents a revolutionary order of 
peaceful, progressive social change. It squares eminently with a democratic theory of 
development. And that explains its inherent strength and longer-term promise—as well 
as the hurdles it faces and the painfully slow pace of current progress. For its success, 


Policy and Planning 37 


primary health care requires three broad sources of support: political, professional and 
popular. 

Since professional backing has the capacity to trigger political as well as popular 
support, we could start with that. The related problems have been discussed threadbare 
and worldwide over the past decade, outside the health profession as well as within it. 
And this in itself is a hopeful sign. Let us only touch on one or two points of immediate 
relevance. For example, why are health professionals inexplicably reluctant in sharing 
their technical knowledge with others? What they do share is a certain skepticism about 
others’ ability to understand and apply scientifically established facts. Thus medical 
practitioners in the United States took about ten years to accept the sugar and salt 
solution for oral rehydration therapy. Now it is gaining ground in industrialized 
societies due to sheer economic logic—even the non-poor find hospitalization for 
intravenous therapy too costly! 

If the principle of oral rehydration therapy is de-mystified, motivated communi- 
cators could carry it to the people through the existing vast network of social 
and religious organizations active among low-income groups. The sharing of 
life-giving knowledge is thus an important element of a new ethic in relation to 
children. 

This aspect of health promotion leads us to what the Alma Ata Declaration refers to 
as health education which in its broader connotation may be called development 
communication. This is central to any improvement in the situation of children— 
starting with triggering the action, keeping it on course through a continuous 
interchange of views based on information on the ground and going on to evaluative 
processes through feedback on outcome. 

Any change in the set of moral principles to guide adult conduct in relation to children 
is predicated upon social processes. Health professionals have to take a lead in this 
evolution, with the help of colleagues in public administration, social sciences and 
communication. 

Social profit: The social dimensions of promoting the principles and practice of 
primary health care needs to be seen differently from the promotion of commercial 
commodities. This distinction is of the essence of development communication. The 
product is often non-material and consists mainly of correct understanding, and 
practice. Even when there is a monetary price, it is low and affordable by almost 
everyone; or it may be non-monetary—like the effort involved in taking a baby for free 
vaccination. The profit is not for the promoter but for society and its individual 
members, in terms of monetary savings and even more in terms of improved health 
status or lowered mortality rates. 

To sum up, we have argued the necessity for us to change the rules that guide our 
attitude towards children and our actions for them. We have tried to identify some of 
the elements of a new ethic like: 

— priority in national planning for children; 

— universal coverage by services for children; 

— acceleration of ongoing actions for children; 

— simultaneous provision of different basic services for children; 

— de-mystification and sharing of technical knowledge relevant to children; 

— promotion of social learning processes and social action through social 
communication. 

Economics of altruism: We have also argued that ethics and reason do mix in mutual 
harmony. So do the legitimate longer-term interests of the poor and the non-poor. 
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Altruism in development is sound economics. For example, the use of the improved 
measles vaccine in the United States during the 1970s prevented an estimated 24 
million cases in that country, achieving a cost saving of some 1.3 billion dollars—an 
experience reinforcing the positive lesson from the far greater recurring benefit in 
eradicating smallpox. The cost involved is not prohibitive but highly productive. In 
fact the critical question is not how much money but how much effort is invested, The 
time has come when an organized and total assault on poverty can succeed— 
beginning with children. 

Will we, as a society, close ranks to make that assault? The answer will depend on 
whether, seeing a child dying we feel impelled to do something about it. When the death 
is in slow stages, as is mostly the case, nature gives us the chance to make up our minds. 
We who were alarmed at the Bhopal tragedy some 15 months ago, are relatively 
unmoved at a comparable number of child deaths each day in India. That is the crux of 
the ethical question facing us today. 


2.11 Political priority for children 


T is a privilege to have the opportunity to address the Legislative Assembly 

of the State of Sikkim. We have not come to makea speech, but some suggestions on 
transforming the conditions of life of the children of Sikkim. We can attempt to do so 
with some confidence, for many reasons specific to your state. You have progressed 
some way towards enhancing the quality of child life; you have the keenness to move 
forward and the resources; you have a tradition that prides itself in the victories of 
peace, such as human development; and the magnitude of the task, in terms of the 
number of children and their needs, is not overwhelming, but tractable. Accordingly, 
what the country as a whole expects to achieve for its children by the turn of the 
century, you can, we believe, achieve in the next 5-10 years. 

We should perhaps start with a brief explanation of the precise role of UNICEF— 
the United Nations Children’s Fund—in promoting the cause of children in Sikkim 
and elsewhere. UNICEF is supported by voluntary contributions by the governments 
and peoples of the world. Among the developing countries, India is a leading supporter 
of UNICEF. And, we have here in India, the largest single programme of UNICEF 
cooperation for any country. This cooperation covers area specific convergent and 
complementary services for development of the young child, for women in rural areas 
and for the poor in urban centres. It comprises also support for interwoven services in 
education, health, nutrition, water and environmental sanitation, prevention of 
childhood disability, support for destitute children, development information, pro- 
gramme communication, monitoring and evaluation. 

UNICEF support for the children of India is channelled through the Government of 
India—and coordinated by the Ministry of Human Resource Development—to the 

. different States and Union Territories. As you know, we have a modest role in the 
social development process of Sikkim—in relation to programmes such as primary 
education, especially of girls, preventive health care, drinking water supply and 
sanitation, economic activity for women and, not the least, the Integrated Child 
Development Services (ICDS). 
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Accent on learning and training: We are happy to say that the development 
partnership between India and UNICEF has reached the stage when the accent, in all 
the programmes, is on relevant education, practical training and social learning, rather 
than on material supplies. This trend is in keeping with promoting self-reliance in 
development by rooting it in the consciousness of the people. The ambition of our 
advocacy and action for children is to ensure an adequate and timely response to the 
needs of the whole child as well as all the children. It is in this perspective that UNICEF 
is supportive, in all possible ways to India’s efforts during the Seventh Plan, to achieve 
quantified time-bound targets in socio-economic indicators like the infant mortality 
rate, maternal mortality rate, birth weight, fertility, female literacy, nutritional 
sufficiency, safe water supply, basic sanitation and similar determinants of the quality 
of life. As we said, it is possible for Sikkim to achieve these targets ahead of many parts 
of India. And, we shall elaborate why we hold this view and how it can come true, or 
rather, how you the legislators of Sikkim can make it come true. 

Investing in people: First, let us touch on a few issues related to public policy and 
development planning. 

Unlike in the industrialized countries where the development of the social service 
sectors followed economic development, the developing countries find themselves 
today in a tighter situation. Social development has to take place alongside economic 
development, for either to happen in a durable way. In fact, itis clear that development 
is a single process with economic and social aspects, rather than a combination of two 
different forms of development, economic and social. This, incidentally, is the central 
plank of the international strategy for the Third UN Development Decade of the 
1980s. 

Half way through this decade there is no shortage of prophets of gloom on account 
of the continuing effects of worldwide economic recession and the diversion of scarce 
resources to military spending. But the challenge before us is to overcome the 
pessimism in the global social environment by an optimism generated by the human 
will. Our hopes for the future are reinforced by the fact that, for the first time in 
recorded history, we have the knowledge as well as the wherewithal to banish from the 
face of the earth pervasive poverty and its manifestations like malnutrition and ill- 
health, ignorance and isolation in the measurable future. We would add that this 
ambition is conditional not so much on any gigantic investment of money as on a 
massive exercise of the political will, of the people’s will. What is needed is a determined 
input, by all of us, of time, thought and energy. Strongly focused, such an effort could 
lead to the generation of new and practical ideas of working together, for the common 
good, with better, and quicker and lasting results. 

Unlike in the earlier decades, when economists persuaded politicians that economic 
growth can improve child health and contain population growth, the emerging 
developmental wisdom today is that investment in people is far more important—and 
productive—than investment in machines however necessary. However, let us note, 
that investments in children take time to pay off and call for statesman‘like farsight and 
an integral vision of the future society on the part of policy-makers such as the 
members of this august assembly. 

Democratic principles: The time has also come to infuse the development process 
with the principle of democracy. It is not only right but also essential to ensure the 
development of all children, rather than of some. Development, like peace, is 
indivisible. Elite islands may be created, but cannot be sustained, in a sea of 
deprivation. This again is a matter for conscious decision at the policy level. 
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Development promoters have to recognize, as never before, that people, including 
children, need a sense of identity, a feeling of freedom and a basis of self-reliance, as 
much as they need the means of nutrition, sanitation, health, education and 
employment. The complementary roles of the material and non-material contributions 
to human development have to be remembered at every step of policy and practice for 
they are too easily forgotten. 

Let us sum up the basic principles that we have mentioned: 

— priority in development planning for investment in children. 

— simultaneous access for children to basic services, recognizing the equal relevance 
of economic and social development, and of material and non-material needs of 
human development. 

— universal coverage by services for children through the sharing of life-giving 
knowledge, the organization of social resources and acceleration of ongoing 
activities for children. 

Together, these principles point to a new ethic for children in the context of public 
policy. These are derived from the lessons of India’s own rich and varied experience in 
development over a long period of time. We would commend them for your 
consideration, approval and application in the course of the policy-making process. 

Practical possibilities: Let us now attempt to relate the new ethic for children to their 
situation in Sikkim, As far as we understand, Sikkim has in place a basic infrastructure 
on which to build the foundations of primary health, nutrition, sanitation and 
education. That is to say, it is feasible to reach all the young children and their mothers 
in the state—with a package of complementary services of appropriate scope and 
quality. 

For example, there is one ICDS project in each of the four districts of the state. And 
the number of ICDS centres in each project is currently expanding from 75 to 100. This 
should assure effective out-reach to all parts of the state. The number of primary health 
centres and subcentres, doctors and other personnel are proportionately more than in 
most states for the population size of Sikkim. You have the capacity for weaning food 
production on factory scale as well as in the homes. We believe the school system could 
be expanded, fairly quickly, to reach all the children. A good beginning has been made 
in the field of women’s economic activity, in the spread of health education and 
sanitary practices and in the development of safe water sources. The public distribution 
system of food and other essentials too would lend itself to universal reach, given the 
priority attention it deserves. 

From this position of relative organizational advantage, it should be possible to 
make a rapid and credible assault on the fairly high estimated rates of infant mortality 
(114/1984), prevalence of morbidity (tuberculosis, measles, whooping cough, etc 
aggravated by malnutrition), and illiteracy particularly of females (44 per cent literacy 
for males, 22 for females), iodine deficiency disorders (affecting over 50 per cent of the 
population) and the allied manifestations of poverty. In each of these problem areas 
UNICEF has gathered information, ideas and insights which are available for sharing 
on as wide a scale as necessary. We would submit that such an assault would be 
feasible, even ahead of the removal of poverty itself. In fact it could be the vanguard of 
the wider social-economic effort against poverty. 

We should not give the impression that we are discussing possibilities altogether 
unfamiliar to Sikkim. In some ways, Sikkim has shown an example, a couple of years 
ago, how different departments and disciplines could converge and combine, at the 
working level, to the support and benefit of young children and mothers. We are 
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referring to the highly imaginative and promising start made by the ICDS programme 
in Sikkim, under the direction of the Health department. The sequence of cooperative 
action started with the training of the anganwadi worker with multiple sources of 
support from the different government departments—agriculture, animal husbandry, 
nutrition, education and, of course, health. This pattern of support was maintained 
even after the pre-service training—strengthening the confidence and capacity of the 
anganwadi worker to deliver the services expected of her. Together with the auxiliary 
nurse midwife, she represented the frontline of child development effort. Periodically a 
maternal and child health clinic was held on rotation at each anganwadi where 
functionaries from different departments as well as community health volunteers, 
traditional birth attendants and opinion leaders of the area assembled—to attend to 
the unmet health-related needs of the children as well as the adults in the area. In brief, 
there has been an organic integration of care during pregnancy, attention at birth, child 
care and child development, with support systematically summoned from all the 
relevant public departments concerned with topics ranging from environmental 
sanitation and personal hygiene to food conservation and dietary habits. What struck 
us most were two aspects of this experience: a rare coordination of the different 
departments of the government at the point where services are actually delivered under 
a unified administrative mechanism. Even more attractive was the periodic interaction 
between the government officials engaged in development work in a variety of fields, 
the opinion leaders of the locality and the people for whom the services were intended. 
We hope this unique enterprise will be maintained and developed. 

The pattern that was tried here in Sikkim represents a change of culture on the part of 
the government executive. We would suggest this trend be consciously encouraged by 
policy-makers, without hampering the freedom and flexibility inherent in the effort to 
respond to situations and needs that differ from place to place, from time to time. In 
our view, what matters is the acceptance of the basic equality among different service 
functions, professions and agencies and the meeting, on a horizontal plane, between 
public functionaries and the people. 

A design for development: At this point, we would like to make the suggestion that 
Sikkim promote its own model of a community-based service delivery mechanism, 
strongly supported, but not dominated by the government, the professions and 
voluntary organizations. Thus the ICDS design could evolve to make room for greater 
community involvement. Strong linkages could be developed between the ICDS, 
women’s development activities and the formal and non-formal educational systems. 
The convergence of various services, including water supply and sanitation, focused on 
the same population group, could be consciously promoted. Development workers ina 
variety of fields could be retrained in the art of working together, and with the people. 
The coverage of the whole population by a meaningful and well-oriented package of 
services could be planned and implemented over a reasonable time-frame. As we 
noted, the additional cost involved in such an exercise would be more in time, mental 
and moral energy and physical effort than in money. : 

Insuch a design of development, the political, professional and popular elements will 
be represented strongly and equally. The community will be aware of the dimensions of 
development programmes as well as of their aims, preconditions for success and 
essential meaning, The outcome and long-term effect of development effort will then be 
easier to measure and to evaluate. We are not aware of any child-related development 
programme—from immunization to pre-school learning—which cannot fit into, and 
benefit from, a community orientation. In fact the concept of primary health care— 
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which is typical of the design of basic services for children—is founded on the 
community-based approach, training of paraprofessionals and community workers, 
professional back-up, organic linkages between the different service systems, commun- 
ity mobilization of resources and pressing into service of all possible channels of 
participatory communication and education. 

We have tried to elaborate on policies and approaches already endorsed by the 
Government of India and by the United Nations. Ifa renewed effort is made by a state 
like Sikkim to put them into practice, we have little doubt that faster progress is 
possible. This means that we must recognize that all elements of government must put 
the child first. Each part of government has a responsibility. Children are not the 
responsibility of one sector alone. Together we can ensure: 

L universal immunization of all infants and pregnant women by or before 1990. 

— adequate maternal nutrition before, and after child birth. 

— essential care at birth and in the perinatal period. 

— proper infant feeding practices including adequate and prolonged breastfeeding 
and timely and sound weaning practices. 

~ safe drinking water and basic sanitation. 

— control of endemic diseases like diarrhoea and respiratory infections. 

— control of nutritional deficiencies like iodine, iron and vitamin A; and finally. 

— a level of basic education and awareness which will empower mothers, families and 
communities themselves to take care of the basic development needs of their 
children. 

In summary, we would commend to you a special focus on the triad of primary 
health, primary education and reform of the structure and orientation of the 
development administration. Each of the assembly constituencies and each local 
community within them is a social unit of development in its own right. And there is no 
greater force in a democratic system than that of an enlightened elected representative 
to bring together the political, professional and popular dimensions of development. 
What is good for children is good politics; and good political practice is to take care of 
the future—and the future is in our children. 


2.12 Rationale for a new ethic 


E are glad that the subject seems to appeal to thinkers and actors in the 

field of development. We hope that we would be able to convey a message more 
of reasoned optimism, than of familiar skepticism, about the future of our children, 
our society. 

Let us start with a recognition at least of some of the major negative forces operating 
against a brighter prospect for the rising generation. Consider for a moment what has 
been happening around us. The frequency of armed violence, especially in the form of 
internal conflict, is increasing, virtually in all third world countries. Most of the 
casualties are women and children. Disasters triggered by natural phenomena, 
particularly droughts and floods, currently affect even larger numbers of persons, and 


these are predominantly low-income persons who do not have the reserves to cope with 
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the calamity. The United Nations estimates the current annual world military 
expenditure to stand at about $1,000,000,000,000. During 1984, a year of serious 
drought and famine, Africa spent more to import arms than to import food. 

It would be educative to juxtapose this situation with the economic argument for 
investing on priority, for all children. It has been reckoned that “a dollar or a rupee 
invested in the intellectual improvement of human beings will regularly bring a greater 
increase in national income than a dollar or rupee devoted to railways, dams, machine 
tools or other tangible goods.” If you agree with the logic of the reasoning, the need for 
acceleration of whatever efforts are being made for development for children becomes 
clear. For, the earlier the investment is made in the life of a human being, the greater the 
yield. Given the grim facts on the situation of children—nearly 40,000 deaths each day 
of infants and children world-wide, perhaps an equal number of one form or another of 
disability, and many times that number of cases of stunted physical growth and 
diminished mental potential—the familiar gap between the time answers are avail- 
able and the time they are actually and effectively applied seems to be uncon- 
scionable. 

Cost or investment? It is in this perspective that we seek to invite your participation 
today in what we should think would be the most productive investment of our time, 
our talent and any other resource that we may have. The challenge faces, to differing 
degree, all countries, industrialized as well as developing. It is global also in the sense 
that, given the growing interdependence of nations, a narrowly national approach to 
human development, is unlikely to succeed quickly or decisively. The development of 
children, and development for children, is therefore a natural field of interest for an 
organization like the Society for International Development. 

Programmes for development of children are as much for enhancing production and 
investment as for human well-being. Actions in support of children should be a 
contributing cause rather than an eventual consequence of economic growth. National 
development strategies should understand the social costs of children not realizing 
their potential and the benefits from a child population facing the future with 
knowledge and confidence. 

The lingering incompatibility between the economic approach to development 
(which rightly views children as the human resource of the coming decade and as 
consumers of goods and services today and tomorrow) and the social approach to 
development (founded on concepts of human rights and social values) can be resolved 
on the basis of a holistic approach to child development. 

Experience shows that most problems related to children have multiple causes. And, 
a reasonable return on the investments currently made in services for children can be 
derived through an integrated redefinition of human development (as distinct from 
progress by sector or problem). A unified plan is required to meet children’s needs 
across the functional sectors. Better results are possible within available resource levels 
through concurrent and coordinated inputs as well as active involvement by an 
informed community. 

The self-development of human beings is our central concern, and we have tried to 
argue that the category of persons who have to be helped more than the others, is 
children, particularly young children, from the time life starts in the womb to the stage 
of the age of, say, three years when a toddler begins to walk on his own. 

Some principles: On the principle that help should go first to the neediest, children 
must receive the highest priority in national development planning. Their well-being 
ought to be the first charge on the resources of the nation. In fact, this condition is more 
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in the nature of a must than something merely desirable. This is the first principle of the 
new ethic that we would plead on behalf of children. 

Commonly, our concern is confined to our own children and to children “close to 
home”. But there is no conflict or contradiction in combining the concern for children 
in our own families communities and countries with a conscious effort to develop an 
umbrella of concern that will protect all the children on the globe. We would consider 
such a catholic approach towards universal coverage as a second plank of an emerging 
ethic for children. 

There is a time gap between aspiration and fulfilment. And such gaps are visible 
across the range of health-related interventions on behalf of children. In this view, we 
would consider the need for urgency and acceleration in positive interventions as an 
important principle of a new ethic in support of children. And, that brings us to two 
allied principles for the new ethic which the present situation of children calls for— 
first, the need for shifting the centre of gravity of the design of development from the 
professional elite to the underdeveloped community and thereby to provide the 
development process a firm basis in the community; and second, the imperative of 
simultaneity and convergence of services or interventions for children. 

The concept of primary health care, which is central to the new ethic in relation to 
children, represents a revolutionary order of peaceful, progressive social change. For 
its success, primary health care requires three broad sources of support: political, 
professional and popular. Your own role as development promoters is clearly etched. 

The social dimensions of promoting the principles and practice of primary health 
care need to be seen differently from the promotion of commercial commodities. This 
distinction is of the essence of development communication. The profit is not for the 
promoter but for society and its individual members in terms of monetary savings and 
even more in terms of improved health status or lowered mortality rates. 

We have tried to identify some of the elements of a new ethic like: 

~ priority in national planning for children; 

— universal coverage by services for children; 

— acceleration of ongoing actions for children; 

— simultaneous provision of different basic services for children; 

— de-mystification and sharing of technical knowledge relevant to children; 

- promotion of social learning processes and social action through social 
communication. 

Can we agree that these considerations should be applied and must prevail at every 
stage of national and international development planning? Let us remember that there 
is hardly a major decision in social and economic planning’ which does not directly 
impinge or indirectly affect the lives and prospects of children. 

Some of the greatest achievements for children—many of them unsung and not even 
fully documented—have been achieved by organized voluntary action, leading in turn 
to nation-wide support through state intervention in the educational as well as 
regulatory processes. For example, how many of us remember that the United 
Kingdom had, at the beginning of this century, an infant mortality rate higher than in 
India today; that it was reduced from 150 to 60 in just 30 years, and that it was the result 
of a process triggered by voluntary women workers from the educated segments of 
society. 

The story has a fascination and a lesson for us today. In most developing countries, 
India prominently included, we have better access to technology relevant for the 
survival, development and protection of children than in Britain eighty years ago. We 
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have at our disposal the means to transfer that technology to those in need. But, do we 
have the will and the wisdom to do so? We would venture to say that the hurdles to 
human development today are not technological or intellectual but organizational, 
and in that sense political and social. 


2.13 A basis for hope 


HE annual State of the World’s Children Report is the most important 
public statement which UNICEF makes on behalf of children. The media are 
among its principal audiences in the developing as well as industrialized parts of the 
world. Its focus is on the means to improve the condition of the children in the poorest 
billion of the world’s population. Their state of nutrition, health and education is, we 
believe, not just a major symptom of poverty but rather a continuing cause of poverty. 
Therefore, UNICEF advocates, and assists, a direct assault on the factors that 
undermine human nutrition, health and education. And we think that this corrective 
process is most productive when we begin with children. This briefly is the context of 
our work for the past 40 years. The Report that is with you today is an expression of our 
reason, an outline of our faith, in continuing this work for as long as the condition of 
children anywhere warrants it. We have also learned enough to know that the 
condition of children can improve only when the community wills it. And the 
conscience of the community has to be stirred by you, the practitioners of the art and 
science of communication. 

What is new in the latest Report? We think the most significant aspect of it is that 
communication has made the difference to the lives of children—other things 
remaining much the same in a situation of poverty. We would like to persuade you that 
this is the main insight beyond the hopeful news of demonstrable progress in child 
survival and development achieved in the past year in developing countries in Asia, 
Africa and Latin America. 

Today, over a quarter of a million child lives are being lost each week, unnecessarily. 
But the fact that some four million children could be saved over the past five years 
proves that the tide can be rolled back. 

Transmitting life-giving knowledge: For example, vaccine preventable deaths of 
children have dropped from 14000 to 10000 per day over this period. How did this 
happen in recent years, when it did not happen in all the years the vaccination 
procedure has been available free. The answer is that knowledge of the value of 
immunization and its availability has been increasingly transmitted to all people 
(including the illiterate) and in particular to mothers. The well-being of children hinges 
on the parents’ right to know. This right has to be respected. The public demand for 
immunization has to be built up to the stage when the public health system is forced to 
meet it. Money is hardly a problem, especially so because the additional investment 
needed is small and the cost-effectiveness is high. 

We can see this principle working today in most of the 70 countries committed to 
universal immunization by the year 1990. We can see it working even more powerfully, 
though less measurably, in practically no-cost measures like protection and promotion 
of breastfeeding; timely, proper and adequate food supplementation at the weaning 
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stage; prevention of diarrhoeal dehydration through a solution of sugar or rice with salt 
and water. 

We have mentioned some of the simplest things that can be done, that needs to be 
done, without delay, and at modest cost. How do we make these happen, unless we 
inform and interact with parents, professionals and policy-makers, on each of these 
possibilities? Unless the daily deaths of thousands of children in India evoke the same 
public indignation as the Bhopal gas leakage? 

Again, unless we demonstrate our capacity to achieve simple, low-cost, quick-acting 
measures for child health and survival, how can we expect to succeed in longer-term, 
relatively costlier processes of child development like universal primary education, 
basic nutrition and environmental sanitation? 

We would suggest that there is no inherent conflict between short-term interventions 
and longer-term measures, between situational improvements and structural changes, 
between social and economic development, all of which pull in the same direction 
provided the focus of development remains on the human being, from the earliest 
childhood. 

Areas of neglect: We are consciously focusing on the social factors of development 
(like health, nutrition and education) because conventional development economics 
has concentrated on production of material goods and increase in incomes, to the 
relative neglect of the human factor. Since the poor do not have the income, it is amoral 
as well as development imperative that redistributive measures of social transfer 
support their right to develop themselves and their children through better means of 
health, nutrition and education. When economics is concerned with conditions of 
living, rather than just incomes, it acquires a human content. 

On balance, the State of the World’s Children Report conveys a message of well- 
founded hope. A slow but positive trend is discernible in this region, including here in 
India. Basic services for children are expanding, though not yet adequate. Immuniz- 
ation coverage is increasing steadily. Impressive progress has been achieved in 
drinking water supply, though shortages still occur. A renewed effort at universal 
primary education is being made. The neglect of sanitation as a public health priority 
has been reversed through increasing budgetary support to State policy. Nutritional 
support, along with allied services, are reaching the young child through the Integrated 
Child Development Services, and similar programmes in neighbouring countries. 

Political interest: This is the encouraging backdrop against which the political 
leaders of South Asia jointly affirmed at the recent SAARC Summit meeting, their faith 
ina basic principle: that fulfilling the needs of children is the principal means of human 
resource development and therefore children should have the highest priority in 
national development. We, in UNICEF, consider this a conceptual breakthrough, at 
the political level. 

They have set specific regional goals and time-bound targets related to immuniz- 
ation, primary education, maternal and child nutrition, drinking water and shelter. 

. They have also established a mechanism for annual review and monitoring of these and 
other programmes for children and exchange of experience. 

As the political leaders of South Asia have themselves recognized, the vision of a 
society, by the end of this century, in which “no child need die or be denied development 
for reasons of material poverty in the family” can come true only if public consciousness 
is enhanced and a political consensus is established on the rights of children. 

Let us make no bones of the fact that South Asia has the largest aggregate of children 
in need —unimmunized, malnourished, out-of-school, at risk. Let us at the same time 
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express our deep conviction that the genius of South Asia and the resources of its 
civilization can change this picture, reasonably quickly, and set an example in social 
transformation by focusing the developmental strategy successfully on the young 
human being. 

It is in this spirit of respect for every child’s right to develop that we commend this 
Report to your study, reflection and interaction. Please do not underestimate your own 
potential to trigger or accelerate the process of change. 


3 Strategies and 
Methods 


3.1 Child as focus of development 


| exists an extensive denial of the Rights of the Child. This can be re- 
dressed only by making children the focus of national development. Voluntary 
action by the enlightened elite can greatly help this corrective process: 

Many years ago, the United Nations Charter formally acquired the force of a 
global commitment to a set of human values. The United Nations was founded, with 
the principal aims of preventing war, upholding human rights in conditions of equality, 
and promoting international justice, social progress and better standards of life in 
larger freedom. These are not conceptually static goals to be physically attained by a set 
date. Rather, they point to the direction of sanity in which humankind must steadily 
strive to move ahead. 

We shall not attempt to appraise the track record, except to say that the world is 
today very much in the thick of this struggle. The aims are as valid as ever but the odds 
are still heavy. The effort has therefore to be backed by stronger public opinion and 
support, on a wider scale than before—if local wars are not to engulf the world, if the 
cause of Social justice and personal freedom is to advance. 

Rights of the child: It is against this challenging background that we would consider 
the rights of the child and UNICEF's modest part in promoting them. UNICEF is the 
UN’s lead agency for children. The implication of this designation is that UNICEF 
must assist national communities, through their governments, to translate into 
reality the aspirations for children articulated in 1979, the International Year of 
the Child. 

UNICEF came into being within a year of the UN’s founding, as a natural response 
to acompulsive need—to rush relief to the destitute children of war-torn Europe. But 
children elsewhere were victims of another, an even deeper, form of violence. In Asia, 
Africa and Latin America, millions of them stood little chance to live or grow because 
of widespread ignorance, ill-health and poverty. This social condition of child misery 
still prevails in a formidable form across the world. In India alone, an estimated 100 
million children are submerged in absolute poverty. 

Situation of children: Before we come to some way out of this extensive denial of the 
rights of the child, let us place the picture in a contemporary perspective. If during the 
next three days, a disaster struck claiming the lives of 100,000 children, 
international community would undoubtedly respond promptly and massively. In fact 
during the next three days, that is precisely the number of children who will perish 
unnecessarily as a result of abject poverty, hunger, thirst and disease. It is an ongoing” 
tragedy equivalent every year to many Hiroshimas. The long-term effects are especially 
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serious in the world’s developing areas where some 30 per cent of all children born die 
before the age of five from malnutrition and related disease. 

Does the world have the resources to be able to stem this conquering tide? If the 
world’s governments took a day off every month from arms purchases, enough would 
be saved to provide adequate food, water, education, health and housing every day all 
year round for every child on earth. If during the next three days there were no arms 
purchases, enough would be saved to support UNICEF's current activities on behalf 
of children for the next 12 years. A public re-examination of policy priorities is 
obviously overdue. 

Basic services for children: In a context like this, UNICEF's perception of human 
rights, particularly in relation to the world’s children, is the extension of basic services 
to meet the essential needs of the deprived among them. A strategic outcome of 
UNICEF's varied experience over the years is what has come to be called the basic 
services approach. This concept and approach were endorsed by the UN General 
Assembly in 1975-77. 

The basic needs of the children are known—safe water, nutritious food, primary 
health care, clean environment, basic education, loving care. These in turn need 
maternal as well as child care, local production, storage and consumption of more and 
better quality foods, education of the mother, simple technologies to lighten her daily 
tasks, and so on. It is UNICEF's understanding that services of this kind for a 
community cannot be generated from outside on a viable basis. They can be 
established and maintained durably and on the required scale only if the community 
wills to have, and works to keep going, these mutually supportive services, This means 
that the community for whom the services are meant, is involved from the outset in 
identifying its needs, deciding priorities, planning the sequence of steps, selecting the 
community workers, and generally controlling, in a democratic way, the range of 
activities. 

A good beginning with a specific programme can develop into activity covering the 
spectrum of essential needs. The productive use of local human and material resources 
can keep recurrent costs down to a level the community can afford. In such a scheme of 
things, the role of government as well as non-government agencies is to assist in 
meeting the capital costs and in providing training, technical and logistical backing. 
Consistent with this overall strategy and within the framework of national policies as 
well as the limits of its own resources, UNICEF assumes this supportive responsibility 
in India, as in 109 other countries presently. 

UNICEF mandate: The very objective of the UNICEF mandate invests its task with 
a sense of urgency. For, when it comes to saving and developing a child’s potential, 
tomorrow may be too late. At the same time, UNICEF is aware that its contribution, in 
terms of financial resources or even professional skills, can be no substitute for the 
initiative and involvement of parents, the community and the state. Insofar as families 
cannot help themselves, the community and then the government have to be 
responsible for child development. UNICEF stands ready as always to assist in this 
stupendous national effort. 

The social context as well as the development experience of India suggests the need 
for a massive redirection of public resources for human, especially child, development. 
There is an unfortunate general tendency to regard child wellbeing as a social service 
and’not as an economic input in a key area of progress. Development, by definition, is 
for the future. If investment is focused on adults, as is commonly the case, the 
development of the most precious of all resources would have gone by default and there 
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would be little assurance that tomorrow would be a shade brighter than today. 

Investing in children: It has been established that investment in children can be more 
attractive, even by the narrowly economic measure of rate of return, than physical 
investments like factories or the cost-intensive human development investments like 
universities and sophisticated hospitals—given a long time frame of, say, 20 years. 
Development policy needs therefore to be imbued with a child-oriented approach. 
Development efforts ought to lead at least to fulfilling the basic needs of children. 

For this to happen in a country as large as India, it is not enough to have the right 
orientation to development. It is essential to mobilize and deploy material and human 
resources on a vaster scale than now. 

Role for voluntary organizations: While it is for the government to decide the precise 
means of achieving this—by redressing the skewness of assets distribution, through a 
system of incentives, acquiring public control, or by some other way—there can be no 
doubt that non-government organizations have a crucial part to play. Indeed, the role 
they choose to fill can influence the shape of state policy. 

Preventing childhood disability: Consider for instance the right of the child to special 
care in case of handicap. The year 1981 has been designated as the International Year 
of Disabled Persons. Reliable data are not easy to come by, but broad estimates show 
that India may have, among children alone, not less than 2 million mentally retarded, 
800,000 blind, 500,000 orthopaedically handicapped and 200,000 deaf children. About 
30,000 Indian children go blind every year due to vitamin A deficiency. This order of 
varied child disability cannot but detract severely from any national policy for human 
development. 

What can be done about this recurring incidence of mostly avoidable disability? A 
conventional approach is, of course, to alleviate suffering. A charitable organization 
may, for example, donate wheel chairs for the orthopaedically handicapped in an act of 
philanthropy. This is good as far as it goes but the time has come to initiate educational 
and preventive action at the family and community levels, to ensure that potential 
victims are spared the disability, or at least the harsher forms of it. Where prevention is 
not feasible, early detection could be the realizable aim. It would be less expensive to 
organize facilities for early detection and treatment than to establish lifelong care for 
the permanently handicapped. When motivated voluntary groups get interested in an 
action plan of this kind, they would be bringing to bear on an intensely human 
problem, not merely a touch of needed compassion but also their rich experience and 
multifold expertise in problem-solving. They would then be not just alleviators of 
human misery but participants in social action of durable value. 

To be relevant to the social context, and become effective participants in social 
action, such voluntary groups have to remain aware of the conditions of living of the 
people around them on the one hand, and of the policies and plans of the government 
for improving these conditions, on the other. 

Integrated child development: Earlier we alluded to the millions of Indian children 
living in, and dying of, poverty. In response to this situation, the Indian government 
has launched a thoughtful and ambitious scheme called the Integrated Child 
Development Services. Aimed at improving the nutritional health and quality of life of 
children below six years and nursing and expectant mothers, it is a package of services 
comprising supplementary feeding, immunization, simple health care, periodic health 
check-up, non-formal pre-school learning, and education for the mother covering 
health, nutrition and functional literacy. The programme currently extends to about 
200 development blocks mainly in backward and tribal areas and a few urban slums. 
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The average number served in a block is 17,000 children and 3500 women. This service 
is to reach 500 blocks by 1984. The results thus far appear good, especially for the 
age group 3-6 years. A recent sample survey shows a marked decline in severe 
malnutrition, from 21 to 8 per cent, in ICDS blocks. UNICEF supports ICDS in 
all ways it can. 

An urban-based voluntary group, may consider sponsoring integrated child 
development services in neighbourhood slums. Such initiatives by voluntary organiz- 
ations are both necessary and feasible. For it would take an unacceptably long time for 
government, central or state, to find the funds to start ICDS in each of the nearly 5000 
development blocks in India. This is partly due to the manner in which the 
government-sponsored schemes are organized and worked. The answer to the slow 
spread and high cost is to make the programme more and more community-based. 
And, the task of initiating, funding and managing should increasingly be shared by 
voluntary organizations, instead of leaving the burden to fall entirely on the public 
exchequer. We would commend to such groups an appropriate extension of 
integrated child development services in some of the urban slums, improving on the 
prevailing pattern, making optimal use of resources and fostering in the community the 
will to rely on itself. UNICEF would be prepared to assist in every possible way— 
providing information, sharing experience, offering skills. Properly worked out, such 
schemes should prove to be not only socially valuable but also financially viable. 

There are numerous ongoing projects in every state in India designed to promote the 
wellbeing of the deprived child. But these have to multiply in number, their 
effectiveness has to increase manifold, they have to be sustained over time. There is 
thus unlimited scope for voluntary agencies to find fulfilment participating in the most 
crucial sector of development. 

Drinking water and sanitation: A world-wide UN effort is being launched a few days 
from now—to provide safe drinking water and proper sanitation within a decade. 
UNICEF is participating in this endeavour because water and sanitation are inputs for 
child development no less crucial than nutrition, health care or education. Indeed it is 
already involved, to a substantial part of its Indian operations, in this sector. But the 
extent of deprivation of a simple resource like clean water is staggering. Around a third 
of India’s villages do not have access to it. Even in the remaining ones, not all people get 
it. Sanitation in the towns is partial. In the rural expanse it is the exception. The point is 
that governmental effort, with or without international support, cannot hope to 
succeed in the measurable future. The resources of civilization and the energies of the 
people will have to be mobilized and applied to the task if the International Drinking 
Water Supply and Sanitation Decade is to measure up to its purpose. 

Child oriented development: It would be wise to make national development child- 
oriented. It would be practical to approach child development from the angle of 
community-based basic services. To influence policy on these lines and help in its 
translation into action, is UNICEF’s development assistance strategy. This approach, 
squares with the current thinking on the New International Development Strategy for 
the 1980s and beyond. At the same time, UNICEF is under no illusion that child 
development, in a context of mass poverty can be promoted some way other than as a 
major, integral part of national socio-economic planning and development, with 
appropriate change in social structures and institutions. These are clearly functions of 
political decision and action and therefore related to the generation and force of public 
opinion and initiative. In triggering this force, voluntary organizations have to give a 

and. 
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ET us begin with a global background to the life of the child. Of the 
world’s 1.5 billion children, four-fifths live in the developing countries. Among 
‘them, about 600 million suffer from poverty and hunger. The main reason for this is 
that the international and national economic systems work, in effect, to their 
disadvantage. A few examples would bring home this point. The world spends a 
hundred million dollars a year per capita on weapons of war but spares too little to 
combat the suffering of children. The World Food Council informs us that 450 million 
people remain severely undernourished because the 40-60 million tonnes of wheat they 
need in a year—and which the world can easily spare—does not actually reach them. 
In rural India where 80 per cent of the population live, the per capita monthly 
expenditure is, according to the latest available data, Rs. 53 of which Rs. 40 is spent on 
food. Given the income distribution, more than half the population must come below 
this average. Every year Americans alone spend on cigarettes about 3,000 times as 
much as UNICEF's annual budget of around 300 million dollars. These dangerous 
trends are not fortuitous. They have been in evidence for some years now and there are 
inelegant terms like “militarism” and “consumerism” to denote the forces that 
propel them. 

Economic context: This picture is more grim today due to a set of concurrent 
economic crises: the soaring costs of energy, the slowing down of growth across the 
world, the rising graph of unemployment, the danger of the eco-system being pushed 
out of balance and—as daily experience shows—the relentless upward spiral of prices 
of even essential goods. The burden of all these falls unequally between the fortunate 
few and the numerous poor, within countries and in the world overall. For example, a 
double-digit rate of inflation grinds the poor small, while for the rich it may only mean 
doing without a second television set. There is also the tendency to shift the burden 
from the present to the future, visiting the sins of adults on children. The depletion of 
non-renewable mineral resources for current consumption illustrates this point. 

These problems may be categorized as economic as they relate to the rapid 
consumption of resources and contrasting standards of living. But the solutions have 
to transcend conventional economics to relate economic aims to wider social goals. 
The direction and speed of growth will need to be changed or adjusted, and the support 
of the political will summoned, to achieve the goals of society as a whole. Attitudes too 
have to change. For instance, elite groups hardly recognize that it is the sub-human 
sector of the economy—the unorganized work force living in the city slums, under the 
bridges and on the pavements—that provide many small but essential services, at 
depressed prices, to the rest of the society. Such a comfortable situation cannot 
continue indefinitely for the better-off social segments as the consciousness of human 
dignity spreads. 3 

Consensus on strategy: This is the context in which more and more people agree on 
the need for a set of largely complementary strategies to be applied on a global scale 
and in a concerted way—increasing employment, meeting basic needs, reducing 
inequalities of income and wealth and of status and opportunity, and raising the 
productivity of the poor. For this to happen, economic inputs have to be reinforced by 
social inputs like education, nutrition, health, water supply, clean environment and so 
on. The focus thus shifts from linear economic growth to balanced human develop- 
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ment. And the priority should naturally go to developing the human resource from its 
earliest stage. 

There is, likewise, a growing consensus on the means of human development— 
education for self-reliance and self-respect; participatory communication to identify 
and articulate the essential needs of the community; community participation, in 
progressive stages, for organizing and maintaining the basic services; the mutual 
support and consequent enhanced effect of different services like health, nutrition, 
sanitation and education; social preparation for relevant economic activity and the 
equitable absorption of the yield; and so on. UNICEF subscribes to this comprehens- 
ive approach to development with its focus on human growth. Its feasibility has been 
proved by positive results in different parts of the world. 

Each country, including the developed ones, has to address this task of human 
development on a social scale, according to its own judgement of needs and resources, 
its ability and will. But the basic principle should remain valid: the dictates of capital 
and technology should be subordinate to the perceived interests of the people. 

This leads us to make a few specific proposals. We do so with optimism because the 
younger generation has a greater stake than the older one, in the survival and cohesion 
of the organism called society. 

Breastmilk and consumerism: Earlier on, we touched on what has come to be called 
“consumerism”—the insatiable appetite for the consumption of trivial and even 
harmful products, whetted by aggressive sales promotion. A curious example of this is 
provided by the infant food industry. While it has met certain needs, it has also diffused 
new and often inappropriate ideas on infant feeding. It has created, worldwide, an 
unnecessary demand for artificial feeding, with well-known health hazards and adverse 
economic consequences, especially to lower-income groups in urban areas. 

The misadvertizing and promotion of the so-called substitutes for breastmilk— 
particularly through the health care systems and to psychologically vulnerable 
expectant mothers—has contributed to the decline of breastfeeding. In fact, pro- 
motion of breastmilk substitutes by commercial concerns has far outstripped, in 
extent and effect, public information concerning the advantages of breastmilk 
and breastfeeding. 

Ordinary people are consequently affected in different harmful ways: people tend to 
forget that it is within the power of even the poorest to avoid artificial feeding, its cost 
and its pitfalls—by natural breastfeeding. Given some nutritional care during 
pregnancy, this is feasible in nearly every case. And after the first 4-6 months of 
breastfeeding, the infant has to be gradually weaned on appropriate and nutritious 
complementary foods that are locally available. The guidance required is simple and 
easily understood. And the advantages of breastmilk over bottlemilk are many: it 
provides the best balance of the needed nutrients. It passes on antibodies that protect 
the child against disease. It strengthens the mother’s bond with the child. Breastfeeding 
is also a natural contraceptive delaying the return of ovulation. 

In actual practice, a combination of poverty, poor sanitation, commercial pressure 
and ignorance about proper feeding for infants, makes people unnecessarily spend a 
good part of their income on artificial infant foods. What is worse, these are diluted 
with water that is seldom safe and fed through bottles that are hardly sterile. As a 
result, infants get frequent diarrhoea and thus suffer from malnutrition. 

This cause and effect relationship in the decline of breastfeeding has a direct bearing 
on the major task of developing the human potential. Infant malnutrition is the cause 
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of more than half the child deaths in the developing countries. Of the 15.5 million 
infant deaths in the world each year, as many as 15 million occur in these countries. 
Those infants that survive malnutrition move into adult life with starved brains and 
weakened bodies. According to a recent international study, artificial feeding may 
cause as many as 10 million unnecessary cases of severe malnutrition and diarrhoea a 
year. A better future depends clearly on investment now in children. 

Marketing code for infant foods: A civilized solution to the problems caused by the 
so-called substitutes for the mother’s milk has been thought of. At a joint WHO- 
UNICEF meeting with representatives of multinational food companies in October 
1979, it was agreed that the latter would stop advertizing and sales promotion of 
breastmilk substitutes direct to the public. Promotion would be limited to health 
professionals. A marketing code is also being drawn up in the hope of translating into 
practice the following principles: 

— production, storage and distribution, as well as advertizing, of infant feeding 

products should be subject to national legislation or regulations; 

- relevant information on infant feeding should be provided by the health care 

system; and 

— products should meet international quality and presentation and their labels should 

clearly inform the public of the superiority of breastfeeding. 

It is a cause worthy of our urgent advocacy. We could work for an unambiguous 
resolution and on the strength of it, support national legislation and effective control of 
sale of milk substitutes. Even if unanimity eludes at the international level, we could 
still work for the same aim on a national basis—for the sake of millions of children 
severely exposed to the hazards of commercialism. 

Basic services in urban slums: Urban-based organizations would like to pay 
constructive attention to another aspect of city life. A third of the urban population in 
India lives in slums. This makes a figure of about 50 million people, almost the 
population of Britain or West Germany. In the four metropolitan cities of India alone, 
over 6.4 million live in such conditions. Nearly a million live without any sort of 
housing on the pavements of the cities and towns. These numbers are increasing in 
absolute terms, maybe even as a proportion to the total urban population. Asa socially 
conscious group, we can make an effective intervention, in association with the 
municipal administration and various voluntary organizations. The approach should 
be not of providing better housing and little else, but of enabling the slum community 
to improve the range of basic services by their own progressively participatory effort. 
There are examples of successful effort in this direction in the cities of Hyderabad and 
Ahmedabad. UNICEF will be glad to associate itself with any initiatives in this area. 

Childhood disability: The year 1981 has been designated by the UN as the 
International Year of Disabled Persons. UNICEF’s paramount interest in TY DP is to 
awaken the consciousness of people of their own capacity to prevent much of the 
current incidence of disability. We shudder to think of a future with flourishing 
industries manufacturing braille texts and a variety of prosthetic aids. We can make a 
notable contribution in the preventive effort by mounting an appropriate educational 
and supportive campaign to: 

— provide children with vitamin A to prevent blindness; 

— prevent accidents on the roads, in factories and machanized farms; 

-check damage from unhealthy working conditions in small-scale industries, 
especially those that employ children and women; 

— inform parents on avoiding accidents to children at home; 
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— emancipate children of leprosy patients from their social disability; and 
— promote early detection and treatment of physical and mental disability. 

UNICEF looks forward to collaborating in this field of activity in all possible ways 
in the coming year and beyond. 

Basic services: Given the magnitude of the problems facing children in India, it 
would not be possible for the government to tackle them alone in a brief period of time 
nor should it be necessary. Social and professional groups will have to rally to this 
cause—in their own enlightened, long-term self-interest. We must remain aware of the 
conditions of living of the people among whom we function and also of the policies and 
plans of the government for improving their conditions. 

But at the present pace of investment and organization, it may not be possible for the 
government to reach the whole country even in decades. For, poverty too is 
proliferating. More than a third of the world population by 2000 A.D. is yet to be born. 
Confident initiatives by non-government organizations, as well as by the government, 
are therefore necessary in the field of child development. It is equally imperative to 
improve the efficiency, integrate the operations, increase the accountability and reduce 
the costs of services for children. This can be done by making them more and more 
community-based on the one hand and through higher managerial inputs on the other. 
It may not be socially acceptable to leave the financial burden of these schemes to fall 
exclusively on the public exchequer. 


3.3 UNICEF in India 


NDIA in transition: As an external agency, and before attempting to discuss 
some problems we are facing, it would be useful to put the situation into context by 
quoting a passage written by Mrs. Gandhi, the former prime minister: 

“India is a world in itself, it is too vast, too diverse for any complete description. It is 
in the midst of a great transformation. Indeed, even I who have lived here all my life, 
travelled many thousands of miles covering known places as well as those difficult of 
access, I who have met million upon million of our people cannot claim to have seen 
and understood all, or even most of this extraordinary land. Every journey brings to 
light some new facet, local legend or contemporary development. No nation has 
probably accumulated such vast experience or endured so long as a civilization. As 
with knowledge, the more one delves, the deeper becomes the mystery and one finds 
that there is much more to know.” 

First, a short tour of the situation of children in India. It may bea conducted tour in 
the sense that the paramount concern of UNICEF is with children in distress. There 
are, as we know, many more children in India that the total population of the United 
States. Of them, an estimated 118 million presently live below the poverty line—which 
has an official definition in terms of monthly per capita expenditure of a little over $8. 
There would be around 60 million children below six years in this submerged segment 
of child population. 

Not much more of stodgy statistics but we must illustrate the situation of children in 
some of its different dimensions. 
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Survival: For example, the infant mortality rate in India, at 125 per 1,000 live births, 
is unacceptably high. About 60 per cent of all infant deaths occur within the first few 
weeks of life, mainly due to prematurity and unhygienic birth practices and 
malnutrition. It is little consolation—either to the grieving parents or to us, the 
development agents—to note that the infant mortality rate was 160 three decades ago. 
And, when the government expects the rate to come down to 60 by 2000 AD, people 
need to be convinced that it is within their means to bring it down. Sri Lanka has, for 
instance, reduced the infant mortality rate to 50 or less, though its per capita gross 
national product is not much higher than India’s ($187 against $141 as of 1975). So, 
change seems feasible, but how will it be brought about and on whose initiative? This is 
where UNICEF comes in, with proposed answers learnt from its own mixed experience 
over three decades. 

Nutrition: Consider malnutrition in its incidence among Indian children. A fairly 
extensive survey in 1978 showed that among 1-5 year old children, more than three- 
fourths suffered moderate or mild degrees of malnutrition and a twelfth showed its 
severe manifestation. Every month, 100,000 Indian children die from its effects. But, 
unlike 20 years ago, India produces enough food to prevent calorie deficits for all its 
population. Malnutrition is, therefore, not a problem so much of aggregate food 
availability as of individual and group deprivation. While nutrition interventions can 
alleviate the condition of malnourished children, we have to go farther afield to tackle 
the main cause of their malnutrition, namely the family’s lack of productive work and 
purchasing power. UNICEF believes that relief measures should evolve, in steady 
steps, to assure the inherent right of nutrition to all. In India, as elsewhere, it works for 
this aim. 

Drinking water: Take another example of mass deprivation. An estimated 163 
million children in rural India do not have access to safe drinking water. It is not an 

“unrelated occurrence that nearly a fifth of the deaths between one and four years of age 
are due to a single water-borne disease—diarrhoea. It may be natural for children to 
get diarrhoea, but it is not natural for them to die of it. The UNICEF strategy therefore 
seeks to establish linkages between solutions to problems with linked-up causes. 
Nothing would be more inappropriate for India than a disease-oriented, hospital- 
based approach to child health. 

Access to education: Here is another example which calls for the kind of innovative 
approaches that UNICEF seeks to promote. Universal, free, compulsory education 
upto the age of 14, is a directive principle in the Indian Constitution. This was 
originally expected to be achieved in 10 years from 1950 when the Constitution came 
into force. For whatever reason, this has not happened. Rather, 45 million of India’s 
135 million children aged between 6 and 14 years remain out of school. Of them 71 per 
cent are girls. It is clear that expansion of the formal education system to cover all the 
children—even if it were possible in the measurable future—is not the answer to this 
situation. A linear expansion of the existing education system would hardly be relevant 
to the needs of India and its children. The spread of literacy—which is 35.7 per cent as 
of 1981—and universal education call for non-formal approaches to learning and 
relating the curriculum and teacher training syllabus to the learner’s environment, for 
developing his, or her, skills for socially useful productive work. This again is an 
integral part of the UNICEF strategy of assistance to child development in India. 

It is not as if UNICEF is trying to prescribe stereotype prepacked solutions to 
problems of India’s children. It may not be feasible to have a uniform model for child 
development for a country as diverse as India. The disparities in development between 
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regions and groups are as sharp as differences in traditions and practices between parts 
of the sub-continent. In fact, UNICEF has been learning through the three decades of 
its practical experience in India and other developing countries. Concepts have evolved 
with analysis and understanding, and programmes have changed, with policies and 
priorities. We hope the learning process will continue. 

UNICEF role evolves: Let us look at the shift in the UNICEF assistance strategy in 
India, the means we have chosen, the goals we pursue, the constraints we encounter— 
and the general thrust of our planned endeavour in the 1980's. 

UNICEF came to India in 1949, in an extension of its relief and welfare programmes 
elsewhere. We started with the supply of imported skimmed milk powder, vaccines and 
drugs. We joined in national campaigns against malaria, tuberculosis, leprosy, 
trachoma and other diseases. We then began to help in equipping rural health centres, 
paediatric units of district hospitals and health training institutions. An applied 
nutrition programme was launched combining practical village-level action with 
education. We helped set up several public sector milk processing plants and the first 
penicillin and DDT manufacturing units. 

As the national five year plans began to come to grips with the need for basic services 
that affect child development—like primary health care, safe water supply, supple- 
mentary nutrition, primary and pre-school education, child welfare services and 
training community-level workers—UNICEF found itself assisting in improving the 
quality of services, in lowering costs, in training personnel, in evaluating results. In 
financial terms, the assistance increased from $12 million in 1975 to $29 million in 1979. 
By 1983, this will have doubled. 

The change in the orientation, methods and purpose of UNICEF assistance has 
indeed been even more significant. Means have become for us as important as the ends. 
The Government of India, as well as more and more people in the country, are in | 
agreement with this perception of UNICEF. And this is important as: ‘ 

- UNICEF operates within the frame of government policies; 
— UNICEF seeks to involve people in their own development. 

The country programme of co-operation between UNICEF and the Government of 
India encompasses a number of facets. We shall, for example, be dealing with 10 
ministries at the national level and about the same number in each of the 22 states; all of 
the government planning commissions at the national and state levels; some 75 to 100 
independent institutions like universities, development institutes, management in- 
stitutes, and even some banks! 

In broad terms, the country programme of co-operation is comprised of three major 
elements: 

—an effort to extend co-operation in building up national capacity; 

— extension of vertical delivery services to reach more communities and people, while 
attempting to help them converge; s 

~ helping devise ways in which social development supported with an economic base 
can be area-specific; 

Within the context of building an improved national capacity, we shall be placing 
major emphasis on a number of things, but would like to share with you three of the 
principal activities. 

Information and advocacy: The first of these relates to development information and 
advocacy. Advocacy is an overused term in UNICEF, butit hasa valuable role to play. 
If we did not advocate for children, who would? But there are some elements to 
advocacy which all too often get lost if we are not vigilant. Advocacy is a function of 
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UNICEF at all levels. Our concern today is at the level of the country and is country- 
specific. Advocacy is effective only when the advocate is credible. To be credible, one 
needs knowledge, and therefore information. 

We advocate improved quality of services at lower cost for children. That sounds 
simple enough, but all too often it is more difficult to achieve than it is to state. 

Advocacy worked through government channels for many years. One of the reasons 
why we are here is that advocacy has worked! Now, we believe, in many places, and in 
particular in India, that we have a new ally in advocacy and development information, 
in addition to standard government channels. We are going to encourage, assist, and 
support—and in prototype pilot ventures, initiate—motivational communication for 
social change and development. We will do this by strengthening and improving the 
channels and content of communication, and by encouraging innovative use of 
communication media in both government and non-government spheres. We no 
longer are content to assume that the public media have no role in social development 
communication, nor to treat them as adversaries. The scope for children remains 
largely unavailed ofinthepress, inthe radioand television, atthecentral, stateand district 
levels. 

A few examples: A recent study sponsored by the Press Commission of India 
revealed that over the last decade, the press allocated barely one per cent of its non- 
advertisement space to children and their needs. We believe this position can be 
corrected. We also believe that specialized journals, reaching specific audiences, can be 
used in a partnership arrangement for mutual benefit. 

We believe effective use of the radio and television is both necessary and possible. 
Radio presents constraints, as well as opportunities, principally related to the 
massiveness of the network and the variety of languages. Television is now, for most 
part, confined to urban areas. However, urban population of India is growing rapidly 
and by the end of this century will be nearly 50 per cent of all the people. Moreover, the 
proposed centralized transmission for rural areas will also open up new communic- 
ation possibilities, which we intend to work on. 

There are other government channels of communication. Most of the ongoing 
communication activities of the government lend themselves to an inter-sectoral 
approach. However, this is not happening now. For example, the family welfare 
posters and the family planning posters employ the analogy of crop spacing and 
planned livestock breeding, in order to teach the message of the small family norm to 
families. However, strange as it may seem, agriculture extension education material 
does not use the small family analogy to advocate crop spacing and planned animal 
husbandry. We believe all these channels can be used for improved nutrition education 
because obviously the attempts over the past few years have not met with the success 
for which we had hoped. 

Role of women: Another important element of capacity building relates to women. It 
is obvious that women are already involved in the development process in developing 
countries. The problem is not one of how to involve them, but how to give them 
recognition for their contribution to development; to strengthen their participation in 
key roles and decision-making at all levels; and to enhance the benefits they derive from 
such participation. i 

A key element of UNICEF co-operation will, therefore, be to support this 
strengthening of roles and enhancement of benefits. This will be attempted through 
both sectoral programme components and multisectoral programmes of co-operation 
between the Government and UNICEF, as well as by providing support to 
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programmes not otherwise assisted by UNICEF but which have innovative mechan- 
isms to reach disadvantaged women. Further, all programmes assisted by UNICEF or 
evaluated with its co-operation, will be evaluated for their impact on women, be it 
positive, negative or neutral, with a view to introducing corrective measures or special 
components for women, where necessary to counteract negative trends. 

We will also attempt to identify two key groups which are already working in 
developmental activity. Through them we will support a variety of activities. These 
include those which enhance return from work that a woman already does and knows 
well—including support for self-employed women and help with facilitating access to 
credit institutions and training. We are of course most interested in women who are 
heads of households and who are below the poverty line. We will also help to 
supplement women’s sources of income by skill training or skill improvement in such 
fields as dairying, gardening and animal raising. We want also to concentrate on 
improving the rate of enrolment of women in schools and in services directly 
benefitting women and children. 

Our co-operation and support to the vertical delivery of services with modest 
modifications is a continuation of our past co-operation in India and is principally 
designed to build upon the base already developed, and to extend coverage and 
effectiveness of these programmes. 

Area-specific development: The third element—area-specific development— 
involves a dramatic change in UNICEF co-operation in India. The principal focus of 
the country programme is on the area-specific approach, be it urban or rural. For 
years, UNICEF has mainly worked through central ministries and departments in the 
capital. Even though we had an extensive field network, principally the programmes 
were designed and determined at the central level, without much involvement lower 
down. 

The area-specific element of the country programme responds to an attempt to turn 
that situation around. Programmes, projects and activities to be supported in this 
element must be community-based, must be designed from the bottom up, and must 
deal directly with problems, in response to what the people themselves believe are the 
priorities. We make no statement that this is easy. 

In response to this UNICEF is required to re-arrange its own staffing pattern in India 
and to deploy increased resources and talent to state and zone levels. We have in recent 
months, completely re-designed this structure in India to respond in these ways. 

Thus the combination of enhancing national capacity, the improved quality and 
more rapid delivery of sectoral services meet at the point of delivery in area-based 
development. All of us are in agreement that services must converge and not operate 
like so many mono-rails that never meet each other. Put in less developmental terms, 
the text of the country programme will be a positive answer to the following questions: 

— In partnership with the government—at all levels—can we help all services for 
children to converge at the point of the child? 

~ Can we deliver these services to the same child in the same place at the same time, 
and thus cause to happen the synergistic effect which is so important? 

Put in another way, the strategies that have been devised include objectives such 
as these: 

— a reduction in infant, child and maternal mortality and morbidity; 
— Concentration on the young child; 

— improving the quality of life, including the economic life of women; 
— reducing regional disparities; 
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— increasing the capacity at local level to Prepare, manage and evaluate their own 
development; 

What does this require? The implications are at least the following: 

-A change in the content of assistance from capital-intensive, to manpower- 
intensive, with more emphasis on innovation, training, monitoring and evaluation. 

~ A change in the pattern of geographic distribution of assistance resulting in greater 
concentration in specific areas of backwardness and poverty, 

~ A change in the character of programming, moving from centralized sectoral 
activities—however good they may be—to decentralized design and delivery 
mechanisms. 

— An increase in the quantum of resources, resulting in the doubling of assistance to 
India, while at the same time keeping staffing costs within manageable levels. We 
propose not only doubling the throughput in the next three years, but we are doing 
so with an increase of only 14 people. Our zone offices have already been upgraded 
and this will continue. 

Constraints: There are, of course, many constraints in our way: the size of the 
country, the differing needs of its various regions, the under-utilization of existing 
services, institutions and mechanisms, the deliberate or accidental denial to the poor of 
the benefits of such development as has taken place, administrative structures and 
attitudes that reduce priority to social development and pursue isolated goals rather 
than convergent effect in favour of human growth. UNICEF in India is using all its 
influence and persuasive power to get past constraints of this kind. 

Prospects: India’s development effort is financed by indigenous resources to the 
extent of around 90 per cent. Of the assistance that comes from outside, the UNICEF 
share will be about a tenth. The UNICEF financial commitment in India during 1981- 
83 will be $138 million. This is a modest contribution. But we are bent on getting the 
highest value for children out of this money—by spending it intelligently. 

The UNICEF task in India is, by its sheer size, the biggest we face today. UNICEF 
cannot fulfil it alone. We therefore look as much to enlightened non-government 
bodies such as the US Committee as to the national government for what may be called 
productive understanding. 


3.4 UNICEF strategy of co-operation 


IE nations are to be judged by the smiles and laughter of their children, 
South Central Asia would not rate very high. Too many children there live in 
poverty or die of its consequences. Yet, as we introduce the country programmes of the 
region—especially those of India and Bhutan—we have every hope that we can help 
lift this gloom in about a generation. We shall briefly state the basis of this cautious 
optimism with referencé to the largest aggregate of children at risk, namely India. 
In the light of the situation analysis that accompanies the country programme 
profile, India may appear intractable. And the picture is not exactly brightened by the 
current economic crunch. We might note that the present situation of children in India 
exists in spite of three decades of development effort by the Government with support 
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from international agencies including UNICEF. Have there been more setbacks than 
successes? Are there today more constraints than opportunities? Have the lessons of 
development been learned by all the partners, at least enough to avoid the mistakes of 
the past? On the answers rests in part our hope. 

The size of the task: Let us not, in any case, underestimate the problem. There have, of 
course, been modest gains in literacy, life expectancy, infant mortality, control of 
communicable diseases, and in a few other directions of social development but, almost 
always, these have been well below targeted levels. The incidence of disease and 
disability is still disturbing. A third of the villages do not have access to drinking water. 
Sanitation is, by and large, unknown in rural India. Urban slums are expanding at a 
rapid pace. In short, the minimum needs of the majority are yet to be met. Can we be 
Sanguine about the sixth five-year plan, 1980-1985, fulfilling its social goals—though 
its investment for social services is, in money terms, nearly double the total 
corresponding investments in all the previous five-year and annual plans? Are the 
targets overpitched when we talk of safe water in all the villages in a decade, or of 
primary education and primary health care for all by the turn of the century? 

Constraints: Before we try to answer, let us note two categories of major constraints, 
It has been India’s experience that socio-economic forces have not yet provided the 
poor with the gains of development. Secondly, there have been managerial, procedural 
and financial constraints arising from the administrative structure and the order of 
priorities. It is no one’s case that these have finally been removed. 

Positive aspects: We now come to the more hopeful features: the signs of change. It is 
our conviction that it is feasible to initiate in the India of the 1980's an irreversible 
movement of human development. We also believe that, in promoting this process, 
UNICEF can play a modest, yet significant role. We say so in view of the capacity of 
UNICEF and of the country, to learn practical lessons from the past. We shall quickly 
8go over some of the more important insights: 

~ So far, the prime mover for development has come from outside the community in 
the form mainly of government persuasion or compulsion. Now most people agree 
that the community can, and must, be its own engine of socio-economic change. We 
are trying to help to make this happen. t 

— There is agreement, again, that in view of the prevailing social structure, economic 
conditions and political equations, the development effort is likely to be dissipated, 
if not miscarried, unless the disadvantaged sectors and underserved areas are 
disaggregated for the purpose of meeting their basic needs on discriminatory 
priority. Everyone knows, for example, that malnutrition is a problem not so much 
of aggregate food availability as of individual and group deprivation. We have 
reflected this perception in our action plans. 

~ There is a broad consensus in India on the need for a set of complementary strategies 
to be applied in a concerted way—increasing employment, meeting basic needs, 
reducing inequalities of income and wealth, of status and opportunity, raising the 
productivity of the poor. This means that the political, economic and socio-cultural 
sectors must develop in even step. It is also increasingly realized that this task is not 
within the exclusive capacity of the government to fulfil. The role of non- 
government organizations and other private institutions should increase—within 
India’s policy frame and democratic orientation. Our plan of operations is 
Consistent with this approach. 

~ Itis now generally accepted that there can be no uniform design of development for 
a country as vast and diverse as India. Decentralized planning and action, within the 
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framework of broad national policies, is seen as an imperative. In keeping with this 

insight, UNICEF itself has initiated the pattern of decentralized structure and 

functioning. 

— Some of the most resilient ideas on self-reliant development did come from India 
earlier this century. And, beyond these insights, lie a wealth of underused 
development experience and institutional infrastructure, derived from three 
decades and more of development effort. UNICEF seeks to make the best use of 
this legacy. 

These are positive aspects that are being to overcome skepticism and frustration. 
And these are precisely the foundations of the UNICEF plan of co-operation in the 
1980s. The Government and UNICEF share these perceptions. National plans and 
policies have the definite purpose of building social development into economic 
development, as neither can be promoted singly. However slowly, the allocation of 
public funds for areas like education and health—each below 3 per cent of the civil 
outlay at present—is increasing. Development planners and decision makers seem to 
be aware also that time is not on their side. The forces of change are stronger than those 
of the status quo. 

Strategy of co-operation: Accordingly, the UNICEF strategy of co-operation has on 
the one hand offered the traditional sectoral support which, as of today, accounts for 
the greater part of our assistance. But the scope of such support, wherever it continues, 
is widening beyond the confines of a single sector. On the other hand, there is a steady 
shift in focus to integrated, area-specific development with priority to backward regions 
and communities. It will be seen that we have gone quite some way in this direction 
helping indigenous capacity to build itself up. 

Thus UNICEF is extending assistance geared to a well-defined and fully accepted 
development strategy. The aim is not relief or welfare, but endogenous development of 
durable relevance. UNICEF seeks to respond to regional and local disparities, calling 
for local solutions, apart from influencing policy at the macro level. We are trying not 
only to influence policies that have a bearing on child development, but also to offer 
critical help to improve implementation through more efficient project preparation, 
training and evaluation. 

It is this approach that we have tried to translate into the country programmes for 
India and Bhutan. We expect to come up with those for the Maldives, Sri Lanka and 
Nepal next year. 

Even in its modest supportive role, UNICEF is assuming a vast, new responsibility. 
This implies we must be answerable for negative results, too. Often UNICEF calls 
its role catalytic, but we, as change agents, must undergo some change in our 
working style and development ambitions. As the scope of our operations increases, the 
volume of assistance too must expand, especially in these inflationary times. 


3.5 Strategy against disability 


Ix a matter of weeks the International Year of Disabled Persons will 
have ended. The year has awakened us toa relatively higher level of awareness of the 
one-in-ten reality but how do we go about tackling it in the years to come? What 
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have we learned from the interest generated in the months past? What may be our 
priorities within a realistic frame of policy? 

Several studies have shown that between 30 and 40 per cent of the victims of 
disablement could have avoided this fate. But what interests us more is that when it 
comes to children ever more of the impairments occurring to them could have been 
prevented. This is possible because they are caused mainly by inadequate nutrition, 
faulty child-bearing practices, preventable diseases and infections, and accidents. This 
is also a reason why the proportion of disabled children in developing countries is 
much higher than in developed countries. Disability and poverty feed on each other 
and their causes have to be tackled together. 

A parallel: Seen in this perspective, one finds a useful parallel between promoting 
development and preventing disability. And we are referring to the development of 
human, rather than material resources. 

The foundations of growth and development through the years of school age, youth 
and adult life are laid in infancy and early childhood, indeed even earlier in the mother’s 
womb. Each stage of life is a preparation for the next. And, if the early years suffer 
relative neglect, as they often do, it will not be easy to make up later for the lost human 
potential. 

What is true of promoting development equally holds in preventing disability. 
Nothing is costlier to the nation—especially a low-income country—than to allow a 
child to be exposed (before, during or after birth) to the risk of physical or other 
impairment, let it escalate into an irreversible disability and then to look for resources 
for rehabilitation that can never be adequate. We would therefore argue that it takes a 
higher level of compassion, foresight and commitment on our part to realize the 
wisdom of giving the highest priority to a wide range of activity specifically to prevent 
childhood impairments—than to only continue to remain sorry or helpful for those 
already disabled. 

We are not suggesting that this would be easy but that it is possible. Not that 
detection and correction of impairments that have already occurred should be 
postponed but early detection can succeed only as an extension of a main policy thrust 
in favour of prevention. 

Poverty and disability: Poverty is a major factor of childhood disability. Can we then 
prevent childhood disability without first subduing poverty? There are several reasons 
for thinking that we can. Let us note a few of them: 

~ It is not necessary to wait until poverty is overcome completely before acting on a 
policy for children, of which prevention of disability is a basic element. Indeed, in the 
UNICEF perception, such a comprehensive policy, imaginatively framed, adequ- 
ately funded, and properly executed, would be a major plank of any realistic anti- 
poverty programme. 

~ The cost of prevention is infinitely less than the cost of correction or rehabilitation. 
We are not thinking only of the money cost, but also of the much greater social 
burden. The social neglect that is at the bottom of the present general condition of 
the 450 million disabled of the world, cannot be altered through new public policies. 
Attitudes take time to change, but we can try to change the environment which 
conditions our attitude. According to one social education specialist: “People are 
born with a disability but they become ‘disabled’ later on.... The disabled are not 
born with a specific mentality. It is imposed on them by their environment” (Ernst 
Klee of Frankfurt). Let us try to make it a little easier for society to cope with the 
problem of disability by concentrating, as the highest priority, on preventing much 
of it in childhood. 
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Such childhood prevention is neither costly nor impossible. Immunization is 
possible against many disabling diseases. So is nutrition intervention for the neediest. 
Breastfeeding is better than bottlefeeding—cheaper, cleaner, more productive and 
preventive. Blindness can easily be prevented in most cases. No country is too poor to 
find the funds to provide safe drinking water. Environmental sanitation is more related 
to habits and attitudes than to investment and engineering. A basic minimum of mother 
and child care need not be costly. And preventing accidents at home or on the street 
does not involve high expense. The technology and the means for preventive action are 
available. So are alternative models of preventive and promotive services and the 
means of effecting them. They could be organized in non-conventional forms, by 
community based paraprofessionals, by the assertion of human dignity through self- 
reliance. 

That brings us to the last point we would like to make. Most of what is needed to be 
done could be done by families and by other people in the local community, if they had 
the right information and motivation. Our task is to propose practical steps each 
person can take to move forward—not in a decade—but beginning next weck! 


3.6 Development for children 


Hooy ever has a human development enterprise of the ambition and magni- 
tude of the Integrated Child Development Services been attempted within a 
constitutional democracy. ICDS targets began in 1976 with about a million children 
of the 0-6 year age group and now have reached—as a target—five million. What 
attracted UNICEF to ICDS even more than the numbers, was the integrating and 
mutually sustaining concept and quality of services converging on the same set of 
infants, young children, nursing mothers and expectant women at the same time. ICDS 
has brought together preventive nutrition, health and education services on a 
significant scale and in a relevant manner. That these services were to be delivered to 
the community through its own trained members selected and supported by the 
community was as important, in our perception, as the administrative and budgetary 
backing extended by the Central and State governments. 

Many of us are aware that the thrust of ICDS has much in common with the 
development strategy endorsed by the UN General Assembly—in 1975-77, Known 
as the “basic services approach,” it was evolved through three decades by UNICEF on 
the strength of its experience of working closely with governments and people in many 
parts of the world, including India. 

The basic needs of children are known—protection, love, safe water, nutritious food, 
primary health care, clean environment and basic education. These in turn need 
maternal and child care; local production, preservation and consumption of more and 
better quality foods; education of women; simple technologies to lighten their daily 
tasks; income-generating activities for them, besides productive work for the men. 

It is our understanding that basic services of this kind can seldom be generated, much 
less maintained, solely from outside the community on a viable basis over time. The 
community itself must will to create them and also work to keep them going. This 
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means that the people, for whom the services are intended, are involved from the outset 
in identifying needs, deciding priorities, planning the sequence of steps, selecting the 
community workers and generally controlling, in a democratic way, the range of 
activities. 

The productive use of local human and material resources can keep recurrent costs 
down to a level which the community can afford. In such a scheme of things, the role of 
government, and of other agencies, would be to assist in meeting capital costs and in 
providing training, technical and logistical backing. And a good beginning with a 
specific programme of proper design can develop into activity covering the spectrum of 
essential needs as perceived by people. 

We believe this strategy answers, in major part, the economic quandary of 
governments concerned about being financially unable to extend conventional services 
to all the people. It also faces up to the problem of professional reluctance to go and 
live and work among people in villages and slums and tribal tracts. And finally, it 
preserves human dignity by making people, in their own families and communities, feel 
that they can assume the responsibility of looking after their basic needs—given the 
kind of knowledge that emancipates. 

In ICDS, therefore we saw the seeds of the basic services strategy and we readily 
participated in it from the beginning. And we felt rewarded when survey results after the 
first two years or so showed that the nutritional status of those children reached by the 
programme improved, the prevalence of severe malnutrition decreased and the 
immunization coverage tended to increase. Considering the admittedly slower results 
of the pre-existing health and nutrition system, the new trend appeared significant. And 
UNICEF has had no hesitation in cooperating with government to enhance the quality 
and expand the coverage of ICDS. 

One of the strongest points of ICDS, in our view, is the feedback mechanism for self- 
evaluation. The periodic surveys, regional coordination meetings, training workshops 
and programme evaluation reports have thrown up a good deal of valuable 
information on the working of ICDS. 

The scheme has to be judged in terms of its objective—a measurable improvement in 
the quality of child life. The staff in position, the amount of money spent, the quantity of 
food supplied, or even the physical facilities set up are no index of the success of the 
scheme. There is scope for making the anganwadi worker and the project level 
coordination committees more effective. The awareness of the mothers needs to be 
raised to the level where they demand and obtain the services meant for their children. 
A lack of priority for, or poor coverage of, some of the components of ICDS will affect 
the efficiency of all of them. 

Itis not our intention to go into working details, but we would suggest that all of us— 
equally concerned partners in ICDS—should take stock of the situation in a spirit of 
constructive introspection—leading to such conceptual clarification and course 
Correction as necessary. 

Therefore at this stage, we would like to share some basic ideas derived from our 
global experience in relating the needs of children to the priorities of development. 
These are of relevance to shaping the future of ICDS: 

— Repeatedly and in many countries, it has been found that the development of 
children is not achieved in isolation from the social and physical setting in which 
they live—the family, the community, the environment, the economy. For 
instance, nutrition without safe water does not take children very far. Nor does safe 
water without the health education needed to tap the full potential of the newly 
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created water supply. We may start with one or more services but sooner than later 

the cluster of all the needed basic services has to be in place and working effectively. 

And that includes at least a minimum of purchasing power for the family through 

employment as well as environmental sanitation. 

— Again, it has been the experience that a predominant emphasis on one aspect of 
development, to the relative neglect of the relevant others, brings the process of 
change itself to a stop. Agricultural growth without people sharing its fruit does not 
result in ‘community development’. 

~ Inacountry as vast, diverse and disparate as India, it would be unrealistic to expect 
that a uniform design of development for each locality would work with uniformly 
good results. Planning and administrative innovation appear necessary to suit 
regional and local variations. 

~ Also, the structural organization and working ethos for social service may have to 
be different from those of a civil service. 

~— The development of people, as distinct from development of infrastructure or other 
physical facilities, is possible only when the process of development recognizes and 
respects the expressed preference of the people. What is more, the integrity of a 
system may be maintained—to ensure that intended benefits flow in full measure to 
intended persons—when people have an increasing say in the monitoring of the 
system as well as its management. 3 

We have tried to illustrate a few of the many issues—none of them new— that have to 
be resolved before human development projects can yield the expected result. This is 
not to say that managerial or technological aspects are unimportant. But they have to 
be adapted to fit a framework that is still in the process of being refined in most 
developing countries. 

Faced with this problem of making the available strategies more effective in yielding a 
higher quality of life for low-income groups, the Ministry of Social Welfare and 
UNICEF worked together, not long ago, on the concept of social inputs for area- 
specific development projects in selected locations, Child-related basic services are 
central to this approach. Yet it is wider in that it links social inputs to economic inputs, 
Creates an institutional basis for training as well as development even in small and 
backward settlements, and increases the economic capability of the poorest families so 
that they can participate in social and economic activities. 

The ‘area development’ concept is realistic and flexible enough to be adapted to 
regional variations. It helps to upgrade the skills and understanding of persons 
involved in implementation. It promotes the coordination of various categories of 
village level workers, including the traditional ones. It helps to link up functionally the 
different levels of operation—village, block, district, state and the centre. Presently it is 
in operation in several districts, and in some other countries, There is scope, of course, 
for further conceptual refinement, practical adaptation and increased effectiveness. But 
as an idea in action it shows promise. 

Against this background, UNICEF would welcome the increasing convergence of 
ICDS and Area Development blocks. In our opinion, this would make the delivery of 
the ICDS package of services more target-specific, intensive, participatory and 
result-oriented; and lessen the scope for distributive abuse or inefficiency. 

This suggestion could lead also to economy at a time when there is a worldwide 
scarcity of funds—a squeeze that has a habit of falling first on public expenditure for 
social development. 
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Indeed, we would like to express our conviction that: 

— more financial resources must be found and diverted, than has been the practice, for 
application to development of children. 

— the level of resources must be effectively raised by seeking people’s participation in 
social as well as economic development. In the case of ICDS could we encourage 
non-government organizations, municipal groups, private industry and others to 
finance portions of the programme? 

— more value must be derived from every rupee spent by re-designing the organization 
and strengthening the linkages of the different child-related services, 

— we also would encourage—as we have said earlier—a different mix of services for 
different areas and promote more emphasis on safe water and use of locally 
produced nutritional foods as key components; 

If we look at the different services relevant to children and the different servicing 
agencies involved, there is hardly a department of government that is not concerned— 
health, education, agriculture, information, law, labour, works, environment and so on. 
This means a number of policies in a variety of fields will have to cohere in support of 
the National Policy for Children. These ramifications, as well as the need to relate 
practically the interests of children to the aims of national development, argue the case, 
rather strongly, for an organism at the core of the government structure with the 
prerogative, authority and competence to formulate national policies and plans, select 
strategies and lines of action and ensure budgetary backing and effective spending—on 
behalf of children. 

Finally, we in UNICEF, look forward to the concept of social welfare steadily 
yielding place to that of social development. The welfare approach tends to treat 
children—and parents—as dependents and passive beneficiaries rather than as the 
very purpose of development. 

The plea for integration that we have made—at the conceptual, organizational and 
implementing levels—is in tune with the International Development Strategy for the 
1980's, adopted a year ago, by the UN General Assembly—a global strategy that gives, 
for the first time, a new emphasis to social and human development, as a vital 
complement to economic development. 


3.7 Programme trends 


EPORTING this time last year on the general prospect for the 275 

million children of South Central Asia, we expressed the cautious optimism that 
the positive factors would outweigh the negative ones—in a likely movement of 
human development through the 1980’s. A marginal strengthening of the adverse 
trends since then doés not reverse this prognosis—given understanding, patience and a 
Steady application of an appropriate mix of resources, within a well-defined strategy. 
The global, historical experience of UNICEF has yielded the basic elements of a 
Strategy. It is our aim and effort to relate them, country by country, to the changing 
realities. 
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Maldives: We would like briefly to present the rather compact case of the Republic 
of Maldives. The Executive Director has commended for approval a programme of 
cooperation for the next five years, the greater part of which is to be financed from 
noted funds. Among the smallest of UNICEF partners, the Republic of Maldives is, 
like Bhutan, Nepal or Afghanistan, one of the 30 least developed countries. It falls 
below the average for even these countries in economic and health indicators, though 
the rate of literacy at over 70 per cent, is a very hopeful factor. The chances are real, if 
not easy, of all the 200,000 people including 60,000 children spread over 200 islands, 
attaining an acceptable minimum quality of life by the turn of this century. The 
problems and their causes are known, The solutions are also within reach, provided 
some of the lessons learned there and elsewhere are remembered and applied. This is 
where UNICEF comes in, to advocate and support resolution of problems of acute 
consequence to children, resolution at source and on local initiative. 

We would like to stress a few points of interest in this proposal. 

First: The programme is a blend of general resources and noted funds which 

comprise one whole. 

Second: UNICEF general resources will. be applied to the major problems 

uncovered by the situation analysis of children. 

Third: Additional funds for the noted components will be applied to the supportive 

developments. 

Fourth: A thread that runs through the 1982-87 programme is the progressive 

devolution of effective, practical power to the islands without detracting from the 

central responsibility of the government in Male. There is no other way to move 
towards full coverage of each island community by child-related services like 
nutrition, water supply, sanitation, health and education. An attempt is also being 

made to recognize and resist the obvious risk of these aims being downgraded by a 

largely imitative overemphasis on economic goals often devoid of human content. 

Bhutan: Weare glad to note, in this context, a significant trend today in Bhutan also, 
towards decentralized development planning and administration. Instead of the 
national plan being discussed and finalized at Thimphu on the basis of government’s 
perception of people’s needs, each of the 18 districts participates in formulating its 
plans in consultation with its own people. It does not become easier but it does become 
more meaningful for UNICEF to work for children, in a design where local plans bring 
forth the national plan, rather than the other way round. 

This is not to imply that the basic problems of malnutrition, ill-health and illiteracy 
are nearing solution in Bhutan. A programme of cooperation was approved last year 
for Bhutan. This included noted portions and we would be grateful for further 
discussions with funding sources to meet these needs. 

Nepal: The UNICEF Representative in Kathmandu will introduce the Country 
Programme for Nepal, 1982-86. The often tenuous rapport between the people for 
whom the services are intended, on the one hand, and the government and 
development agencies including UNICEF, on the other is a common constraint. The 
community is at times not even aware of the benefits thought up for them by planners 
at the national level with or without international support. This is particularly true of 
social development projects which generally have low visibility and long gestation. 
Were the community aware of plans that affect their lives, their involvement in shaping 
and effecting them would be more, and this could quicken the pace of decision and 
action. In this perspective, there is a common denominator to the three major themes 
before us: 

- Cooperation at Intermediate and Local Levels; 
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— Maintenance of Community Water Supply and Environmental Sanitation Faci- 
lities; and 
- Reaching Children and Women of the Urban Poor. 

So, we would like to look at them together and in relation to our activities in South 
Asia. 

Cooperation at many levels: Within defined parameters governments are increas- 
ingly willing to let UNICEF deal with the intermediate administrative layers between 
the national and local levels. This slow trend away from tradition stems from realizing 
that the existing gaps in services, as well as of knowledge, cannot be filled in only from 
the national capital. 

It is also being recognized that there is no way except to tap the human and other 
resources at the local level, including non-government agencies, most of whom work 
among the people at that level. 

UNICEF has been advocating, for some years now, an inter-sectoral, inter- 
disciplinary approach to development for children. We also are trying to encourage a 
functional integration by assisting in bringing together the policy-making, financial, 
managerial, technological and participative dimensions of development. This implies a 
corresponding change in the understanding of UNICEF staff of their primary role, and 
in the organizational structure and style of functioning. We understand this as going 
beyond decentralization, towards attitudinal change and we intend to carry it forward 
as soon and as well as we can. 

The process has been initiated and has gone some way in the South Central Asia 
Region. This is especially the case in India and Sri Lanka. Sri Lanka—for which a 
country programme of cooperation is well under way—shows us another aspect of this 
approach, Last year the Government held a symposium on children, It was a 
retrospective look at the past 50 years; an analysis of the current situation; and a 
perspective for the next 50 years. The country programme of ‘cooperation by UNICEF 
will, within the context of the national programme for children, concentrate on major 
problems which cut across traditional sectoral lines; and, these, principally are those 
affecting the young children. 

In India, our major partner, the Ministry of Social Welfare has accelerated activities 
of coordination. There are quarterly meetings in which each agency of government 
with whom we are working is represented. Plans are reviewed, constraints frankly 
discussed, changes proposed. Moreover, the Coordinating Committee is also looking 
into problems cross-sectoral in nature like: improved infant feeding practices; goitre 
control and soon we hope, diarrhoea management. The Prime Minister recently 
announced a 20 point programme, with appropriate and significant budget support. Of 
the 20, as many as 11 are matters of concern directly or indirectly to children and we are 
closely linked with the Government of India in supporting implementation. 

Also, it should be repeated that the major objective of the government in the plan of 
cooperation with UNICEF is convergence: the convergence of basic services for the 
same children in the same place. This is manifested by increased emphasis on area 
specific planning; urban and rural development schemes; and the doubling of inputs in 
the Integrated Child Development Services. 

Water, sanitation: The process of marrying the power of the state with the potential 
of the people is, once again, of direct relevance to the goals and progress of drinking 
water supply and environmental sanitation. There are limits to what governments can 
deliver especially in the rural expanse; and equally there are limits to what materially 
poor people in their families and villages can do. Together, substantial results have 
been demonstrated. If in India, at one time, over 80 per cent of handpumps were ina 
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state of disrepair, the core reason was the use by the community of a pump designed 
primarily for family use. This design has been improved and will be further refined and 
adapted. Also, the community has been involved in the first step of maintenance, 
beyond which the state machinery steps in from the block level and, if called for, from 
the district level. We are keenly pursuing, wherever possible, systems that need next to 
no maintenance, like gravity-flow schemes in Nepal, Bhutan and India. Equipment 
maintenance and improved logistics management are constant goals—even though 
these ideas meet resistance among some government staff. But above all, we are trying 
to foster, as committed but impartial partners, a culture of mutual trust and 
responsibility between the people and the layers of officialdom. 

A much-needed innovation in the long-neglected area of sanitation is the ‘pay- 
latrines’ and wash-rooms coming up in some of the congested slums of India, UNICEF 
is doing its bit and is anxious to clone this experiment. State Governments in India have 
become very interested in the approach. The Coordinating Committee—to which we 
referred earlier—is also seeking ways to extend the idea to the ICDS blocks. This idea is 
succeeding, in our view, also because more and more citizens—though not enough of 
them—are assuming a social responsibility. The government-managed urban sewe- 
rage and water supply systems have been linked to the scheme. 

But beyond the city limits remains a largely untouched problem, in every country of 
the region. Sanitation is today the concern of a few. We will not achieve a goal until 
everyone in concerned enough to work for it. Here UNICEF has a role of public 
education awaiting it. 

The urban poor: As you have seen from the case studies, there are some remarkable 
examples of urban community development in Indian slums. UNICEF is actively 
associated in their progress. The stage has been reached when nearly every major town 
in the country is keen on starting a project of this kind. What is perhaps the most 
interesting and instructive aspect of the experience is the merging of many levels. 
Indeed, depending on capacity and readiness, we have banks and town planning agen- 
cies, health organizations and educational bodies, cooperatives, women’s clubs and 
social research institutes, Rotarians, Lions and Jaycees, finding fulfilment in working 
together to transform city slums into livable places. We encourage this joining of forces. 

We need not go over the lessons learned because these are well-documented but we 
would make the point that the more the community is encouraged to think, plan, 
initiate, support, manage and monitor social development services, the greater will be 
their impact, the longer their sustainability. The bleaker the finances the more relevant 
the community approach. UNICEF has an eye for things that work. Equally we need 
to discover and disseminate what make things work. 


3.8 The imperative to succeed 


T HERE are, in principle, few programmes which UNICEF in any country 
would be happier to support than the Integrated Child Development Services. It 
comes closer to the UNICEF strategy of basic services than almost any other ongoing 
programme in India. 

As we understand, the Government of India accords to this programme as high a 
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political priority as to any other service-oriented public activity. This emphasis is 
related rather closely to the social content of the strategy of the Third UN 
Development Decade. 

The uniqueness of the context heightens our responsibility as a partner in ICDS 
which has expanded and is poised to expand further. Some argue that expansion is too 
swift; some say it is too late; some say it is too slow and burdened with rules, 
regulations, red tape. The essential point is none of these. The decision is made. Let us 
get on with it effectively. 

If the resources of the people, the Government and UNICEF could combine—in an 
alchemy which we are seeking today to discover—and yield the expected outcome, it 
would be a national breakthrough of global import: such is the order of our ambition 
in terms of the concept, content, coverage and outcome of this package of upgraded 
services for child development. 

Conversely, if we do not succeed, the errors of judgement and failures in action 
would get multiplied countrywide in the process of expansion. And a generation of 
India’s children in need and at risk, would have undeservedly lost a chance for self- 
development. Once again, what strikes us is the accountability that is attached to our 
commitment to ICDS. 

Before we come to specific possibilities for action, we would like to review the 
perspective in which ICDS emerged. The need for converging nutrition, health and 
education services—on the same set of infants, young children, nursing mothers and 
expectant women and at the same time—was recognized by the Indian planners early 
in the 1970s, in the run-up to the Fifth Plan. But very soon the prospect of a 
comprehensive programme on any significant scale was threatened by a succession of 
emergencies: 

— the perennial nutrition emergency for millions of children; 

~ the world economic crisis aggravated in 1973 by oil prices; 

~ food scarcity and lack of access to food in many countries leading to the UN 
declaration in 1974 of an Emergency for Children (which was first proposed by 
UNICEF); 

~ the occurrence of drought in some States in India and floods in others, endangering 
the survival and growth of children. 

When UNICEF responded at government request to this situation in 1974 through a 
short term programme, we knew that emergency relief, though badly needed, was 
hardly the answer to a continuing crisis. So, when the Government themselves decided 
the next year on a long-term, broad spectrum programme like ICDS, UNICEF found 
its advocacy of convergent basic services vindicated. And we were ready and more than 
willing to extend all possible support. At this point, we would suggest as required 
reading the Basic Services Strategy endorsed by the General Assembly in 1975-77. 

We recount this background today to make three points: 

— the overall situation for those children who are our priority has not changed 
dramatically; 

~ six years after the launching of ICDS, we can no longer say that it is experimental or 
demonstrational; 

— too often programme staff are led to believe that the “UNICEF commitment” is no 
more than the “UNICEF input.” 

Conceptually, ICDS is sound. At the practical level, it is known that some ICDS 
blocks are working satisfactorily and are likely to yield measurable results. We also 
know that some others are not effective and are unlikely to make a dent on the “silent 
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emergency” for the children in the project area. We cannot leave it at that. We have no 
ready alternative to ICDS and we have to make it work. As the Government has 
decided to go ahead with the expansion of the programme, our commitment to prevent 
failures should be stronger. 

When failures come, a human tendency is to pass the blame rather than face it. 
Success has many fathers; failure is an orphan. As a responsible organization we have 
to analyse in a spirit of open criticism and reinforce our functioning with the needed 
homework. We cannot take shelter behind sweeping comments long after the event, 
nor with the comfort too often found in “I told you so” notes for the record. We 
consider it part of our function to promote relevant and timely feedback. The only way 
we can hope to influence the thinking and perceptions in the direction of the policies 
and objectives we believe in, is by working closely together, by the exchange of 
information and ideas and the example of our competence and credibility. Our field 
network is not in place to find fault nor to level fingers of accusation. Rather it is there to 
help; to cooperate. This means: honest reporting (already welcome by the Government); 
credibility (which follows); and supportive suggestions. 

If you would look up the chapter on ICDS in the Plan of Operations 1981-83 and 
then relate precisely what is stated there to your province of work, project by project, 
you might notice deviations on the ground from the agreed text. These might appear 
minor individually, but several such could together distort the content and therefore 
the outcome of a particular project. 

Take for instance the selection of the anganwadi worker, the key functionary of 
ICDS. The plan enjoins that the person is to be selected from and by the local 
community. The qualifying phrase “as far as possible” does not mean that the 
Government or UNICEF should acquiesce, long-term, in a pattern where the 
anganwadi worker is not so selected, A series of consequences adverse to the success of 
the project, would follow if this clear-cut criterion is not met. We would consider it our 
function to advocate—in the right manner at the right time and in the right places— 
that the stipulations of the plan be adhered to. The plan is a contract. It is true that we 
may not be able to do more than advocate. But how active are we in appropriate 
advocacy? If UNICEF does not advocate who will? If not now, when? 

It is in this spirit that we should strive to build progressively, but not too slowly, into 
the working of ICDS all the norms and components that are present in the ICDS 
concept and, by the way, in the framework of the plan of operations. 

The review of an ongoing project is a continuous process and not an intermittent 
procedural exercise. Likewise, the existing mix of services in a project should prove 
itself, in practice and we must develop the evaluative skills necessary to propose changes 
or adjustments that would be needed. Without developing locally valid variations of 
the standardized design, we cannot expect maximum impact from a project. We have 
already proposed this approach to the Government and in principle, it is accepted. It is 
now up to us to propose the variations based on fact. What is the best mix in varying 
locations? 

Again, one of the ways to promote popular participation in ICDS projects is to look 
for reliable voluntary organizations active in similar or related work, generate in them 
an interest in ICDS, and promote their association with it. It is true that people’s minds 
have to be prepared if ambitious projects like ICDS are to take root. But equally, 
attitudes and opinions can be fostered only around a visible activity. The Government 
has already told us they would welcome non-government initiative. 

As mentioned, ICDS enjoys UNICEF support because it brings together several 
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basic services for children. To the extent it can do more than it does, UNICEF must try 
to broaden the scope of its content. The multiplicity of services is essential for the 
lasting effect of any one of them. In our perception this should not be lost sight of in the 
attempt to increase the number of projects. We appreciate the political imperative to 
replicate ICDS but it is a function of UNICEF programme and project officers to 
harmonize the dual thrust towards content enrichment and spatial expansion. We 
believe, and we must persuade all concerned, that this task would be less formidable 
than it looks if we could dovetail with ICDS, the drinking water supply schemes; the 
self-reliant nutrition projects; the primary health care approach; disability prevention; 
and education for children. Such convergence is easier achieved through a project by 
project analysis and pursuit, than through a national declaration of intent. 

We do not suggest that there are no problems in implementing ICDS and in 
achieving its aims. But the answers are available within the framework of the scheme 
itself as agreed to between the Government and UNICEF. It is up to us to recognize 
and apply them in time and in the context of each project. 

If we are able to narrow the gap between the theory and practice of ICDS, we can 
think of making it the proving ground for even more activities that UNICEF is keen 
on—use of iodized salt and iron fortified salt, diarrhoea management, better infant 
feeding practices and so on. The ICDS project areas could also develop as examples of a 
productive link-up with voluntary organizations and the public media, at the level 
where it matters. The commitment is incumbent upon us for all blocks. Our objective is 
not a number of blocks; it is the improvement of the lives of children. Can we also take a 
fresh look at training—the needs as well as capacity? 

Another direction in which ICDS can, and must, move is towards less dependency on 
the State and on any other source external to the community. It is our understanding 
that basic services can seldom be generated, much less maintained from outside the 
community on a viable basis over time. 


3.9 The children’s hour 


HERE comes a time when UNICEF has to express its embarrassment for 

drawing so much attention to itself, and we should rather hope that the 
concentration will be focused more on children and what everyone should do about 
them—not just UNICEF. 

In being asked to present some preliminary and rather broad conclusions that 
UNICEF has drawn from our discussions the first thing that we should emphasize 
again, and not just as a matter of courtesy, is our very profound congratulations to a 
variety of organizations and people: Congratulations to Government and the political 
leaders of Sri Lanka for recognizing the most valuable resource in the country and 
putting behind that recognition the will to move forward on serious improvement of 
the quality of life of children. Congratulations are also in order to the many 
representatives who worked so hard and so openly, and so intellectually and honestly, 
to look at children in Sri Lanka, analyze the situation, state the facts for what they are 
and propose sensible alternative attacks on those problems. 
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It has been stated and repeated at every opportunity, that our objective is to 
determine that any proposal made meet the criteria that it is part of a policy objective of 
the Government of Sri Lanka. Also that any proposal made fits UNICEF policy 
objectives. From the UNICEF side that nothing we have heard falls outside our policy 
framework and what we need now is somé time to reflect —to see how we can select and 
Suggest to you those things that we believe would be the best recipients for the modest 
resources available from UNICEF. 

In doing that, we would be remiss if we did not point out that we might need some 
more specific evidence of priority and selectivity. Everything is important for children, 
of course, and all of us together do not have all the resources required to solve every 
problem quickly. Therefore we need some evidence of priority, and this priority may be 
best evident in the various forms of commitment: political commitment, financial 
commitment, personnel commitment, and commitment to build into the process a 
monitoring and evaluation system which is demystified and in the hands of the plan- 
ners along, so that as progress does take place, or as progress slows down by some bot- 
tleneck, corrective action can be taking place without undue cost or waste of energy. 

Another conclusion is that certain issues seem to have evolved, not only in the 
discussions but in the documentation. For convenience, we have grouped them into 
three sets: 

The first set, at least it seems to us, might be termed “survival” issues. There is a 
serious issue of survival of children, which was very graphically demonstrated and 
we doubt if any of us have the intention of by-passing that issue. There are two 
related activities among others that directly can be used to address these survival 
issues: 

— Improve diarrhoea management, both through regular, ordinary channels, and 
through extraordinary channels. We were happy to see home treatment as of equal 
importance as other methods of rehydration and diarrhoea management. After 
all, that is where it strikes most often and since homes are never closed or locked 
like health centres and pharmacies, maybe we should put equal importance on this. 

~ The second is the horrible connection between malnutrition and infection. Perhaps 
alternative delivery methods could be designed to attack survival issues. 

A The second set of issues, it seems to us, revolves around, for lack of a better word, 
issues centred on the ‘approach’, or ‘how to converge’. Some of these were 
mentioned: 

~ Concentration on area by geography: We had a brilliant outline of reasons for 
selecting area development. 

— Another approach is the primary health care approach, and we would like to return 
to this in a few minutes, 

— Yet another approach is what we bureaucrats call “community participation” or 
“popular Participation” approach. What we are saying is that, left alone with 
modest outside help, most people do most things right for themselves. If that were 
not true, infant mortality rates would reach a thousand. So what we are trying to 
say is that “‘let’s see what people are doing that’s right and let them go on doing it 
that way”, or to put it another way, in less-than-academic language, “if your 
machine is working, don’t fix it.” 

~ Another concern is to focus on young children, and by young children we include 
the elements relating to approaches to maternal nutrition, maternal health, family 
planning, and child spacing. 

— Anallied aspect is to improve infant feeding practices. UNICEF would be in favour 
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of improved infant feeding practices even if there were no International Code. The 
code is just an additional weapon as a plan to improve infant feeding practices, and 
these run right through all existing permanent services. For instance, if you are now 
supporting hospitals or clinics which separate mother and child after birth, you are 
violating the code. If you are now having training courses which do not include 
aspects of human nutrition and human nutrition improvement, you are violating 
the code. Let us not worry too much about the code and the international marketing 
of baby foods alone. There are other elements to improve infant feeding practices. 

The third set of issues that arise, and this is really the heart of the matter, is related 
to what may be called “child development” issues: learning. Early primary 
education is sometimes more than just a transmission of knowledge to gain entrance 
to something else, but rather to infuse in young children those elements of human 
life which are required so that they can become dignified, participating, inquisitive 
citizens. 

Another child development issue is maternal nutrition, and again improved 
infant feeding practices. 

Some conclusions: 

— The first is that there is no doubt on the UNICEF side of the serious high-level 
commitment of the Government of Sri Lanka, and UNICEF is prepared to work in 
whatever ways that are mutually agreed upon to be the most effective and most 
efficient. 

— Second, we are delighted that the Government of Sri Lanka is preparing a Country 
Programme for Children, not a Country Programme for UNICEF. 

~ The third conclusion is that, within the Country Programme for Children, UNICEF 
will be able to respond only in part, of course, and much has to be done to determine 
the appropriate “mix” of that response. 

~ Fourth, we hope that the government officials and others present will promote 
these same ideas to all donors. To the degree that we can do that in conjunction, we 
stand ready to help. 

~ Fifth, the major programmes that seem to be required are in need of three 
considerations: 

— We might have to look at them from both sides of the table to define them with 
more cost effectiveness in mind. 

— We might want to concentrate with regard to UNICEF cooperation on key 
issues—with appropriate approaches in order that national energy will be 
released to “get on with it.” Some of these issues seem to be related to early 
childhood learning and stimulation, primary learning, nutrition interventions of 
a variety of kinds, basic services in a convergent way —especially concentrating 
on prevention, and in that context a greater emphasis seems to be needed on 
sanitation, not just excreta removal, although that is important, because 
probably more children are dying, literally hand to mouth than we would like to 
acknowledge. 

Some of the programmes outlined could be enhanced by a combination of 
programme delivery techniques which are emerging. 

One is communication: modern, effective communication. Isn’t it interesting 
that most people only desire two products in their whole life—good health and 
good nutrition—and we haven’t been able to sell them effectively since 
development started? Could we use modern message communications more 
effectively? We should try. 
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Second, we might use what may be called “unusual channels” things that are 
there that we don’t often think about using. School children can become 
development agents for children, especially with regard to the early detection of 
impairments before they become disabilities. 

The sixth conclusion is that the country programme of cooperation between the 
Government of Sri Lanka and UNICEF will need more refining to see that it matches 
with the country programme for children. As mentioned, there is the need to improve 
linkages, not only between sectors but also within the same sector. In this connection, 
we are grateful that many of our colleagues from the UN have made their own 
comments and observations, and we hope that Government and all the other members 
of the UN family will keep the country programme for children in mind as priority for 
support. 

The seventh conclusion is that we are very pleased to have been part of this process. 
Sri Lanka is being observed by a number of countries, not just the UNICEF Executive 
Board, for your obviously outstanding progress so far, with balanced social and 
economic development, and with all the difficulties which we have frankly discussed. 
We are now in the next stage: the maintenance of this, making this more profound, and 
getting more people involved. It is nerve wracking to be centre stage, but it will be an 
exciting and interesting ride as we move together into the future. 

Finally, in the small town where I was raised, there used to be a poet and one of his 
more famous poems had this reference in it: 


“At the end of the day’s occupation 

When the sun is beginning to lower 

There comes a pause in the day’s occupation 
That is known as the Children’s Hour.” 


We believe very firmly that the Children’s Hour has come in Sri Lanka. 


3.10 Programme priorities 


1 lfm has a clearly defined aim and a set of policies and strategies in 
development terms. Each of these has envolved from practical experience—of 
Successes and some failures. Increasingly, (if also slowly), national governments and 
the international community have come to recognize the merit of the UNICEF 
approach to development of, and for, children. The new emphasis in the Third UN 
Development Decade on social development, with specific child-oriented goals, is an 
example of this recognition. While this is encouraging, we of UNICEF must orient our 
minds constantly about the substance and implications of UNICEF policies and the 
closely allied operational strategies, 

Child-related goals: Even more significantly, the reputation of UNICEF is based not 
so much on its policies as on its record of performance, on programme delivery. Now, a 
programme is shaped, not by UNICEF alone, but in an integral relationship with 
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national development plans. The Plan of Operations is a bilateral agreement on specific 
programmes, each spelt out in terms of an elaborate framework of objectives, action 
plans, responsibilities and commitments of financial and, in some cases, physical 
targets. If a programme is to succeed, we have to go beyond the achievement of the 
financial and physical targets (which are indispensable) and to keep clear-cut child- 
related goals constantly in focus. 

We may or may not be able to quickly quantify the progress towards the deeper 
human objectives; but UNICEF programme and project officers are expected to forma 
judgement on the pace and quality of the advance. The only way one could hope to do 
this is by infusing programme implementation with the spirit and purpose of UNICEF 
policies and strategies. This is important, because it is conceivable that the easier and 
more obvious targets of a programme are achieved, but the intent of core policies may 
remain on paper. 

As a partner in national social development, (with more responsibility than 
resources), UNICEF must ensure that a programme is fulfilled not only in form but 
also in all its substance. We must give the highest importance to appraising the 
strengths and weaknesses of programmes by correlating them to well-tested policies. 

We have taken the first needed steps to measuring the progress of programmes and 
we hope to see an advance made on our own initiative in this regard. We need not dwell 
at this stage, on the mechanisms of gauging performance but only re-present to 
ourselves the touchstone of progress as UNICEF understands the term. We could do 
so by taking up briefly two or three of our typical programme fields. 

Meaning of targets: Take, for instance, water and environmental sanitation on 
which we in India spend more resources than on any other single programme. On this 
we have a global policy as well as a national plan of operations. There is, there can be, 
no rift between the two. We are committed, along with sister agencies in the UN 
system, to the goals India has set for the International Decade for Drinking Water 
Supply and Sanitation—100 per cent coverage of urban and rural drinking water 
supply, 100 per cent coverage of urban sewerage and 25 per cent coverage of rural 
sewerage, by the year 1990. It is not for us to speculate if this could be achieved; rather, 
we have to see it achieved. 

We have not defined so far, in cooperation with our partners in government, the 
more specific physical targets to be achieved during the period 1981-83 within these 
decadal goals. Beyond the targets of expenditures, our aims have been stated in correct 
but very general terms. It would be an advance if we could determine realistic physical 
targets to match our investments at least for the next plan period. But even that would 
not do. For, in essence, the purpose of our water and sanitation programme is to reduce 
water-borne diseases and improve child health. Our responsibility therefore does not 
stop with reaching financial targets, or with fulfilling the physical aim of ensuring that 
clean water is produced where there was none. Rather, it goes deeper towards the social 
Purpose of seeing that clean water is used from clean containers by those who have had 
no access to it. Only then would we have related our effort to our aim. Only then would 
have children realized their basic right to safe water. And, UNICEF policies, which are 
invariably rooted in our field experience, give us sufficient guidance about how to 
realize the social content of our water supply and sanitation programme. 

Stated simply, progress in securing water, nutrition, health services, education or 
female literacy is hastened and achieved at lower cost when these problems are 
addressed together rather than singly. We in India are straining at the leash of old 
patterns of working—to break new ground in converging basic services which of 
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course, we have been advocating. Serious advocacy is just one step removed from 
action. And UNICEF is expected to span the two. 

A lead idea: The moral of the “primary health care” story is much the same, 
Inevitably, people’s perceptions are influenced by their perspectives and there seem to 
be as many definitions of PHC as there are views. For its part, UNICEF does not see 
PHC as another dimension of conventional health services, but as the Jead idea which 
when translated into practice could promote, in unprecedented ways, the wellbeing of 
children and their families. For us it represents a different approach to the problems of 
living, a different culture, if you like. And our interest is in encouraging the PHC 
orientation not only in the health sector, but also outside the health sector, in fields such 
as education, agricultural extension and rural development. Programme officers will 
have to devise appropriate operational and appraisal techniques for achieving and 
measuring progress in these inter-sectoral directions. 

Again, consider the UNICEF focus on education for out-of-school children and 
youth. Our main interest is not in working in parallel with other agencies in this field, 
but rather in supporting activities that strengthen the educational component of 
services outside the education sector—such as health, nutrition, hygiene, environment 
and water supply. So we come back to the same set of fields of UNICEF concern. It is 
time we were absolutely and firmly convinced that these aims stood together and were 
unlikely to be fulfilled in fragments. 

This then is the central idea behind our work; the basic services strategy. Ever since 
the General Assembly endorsed it six years ago, we have been advocating it and we also 
hear from time to time about one country or another accepting it in practice. But its 
practice has not gone sufficiently ahead. Were it advanced in fact as well as in concept, 
we would surely not be reading the kind of statistics we have on child mortality, 
morbidity and malnutrition. We must, therefore, hasten the process of building the 
basic services approach progressively into every programme we decide to support. We 
have to convince, persuade, prompt, encourage and sustain others to adopt and work 
that strategy, the main implications of which are the following: 

~ first, active involvement to the maximum possibility of men and women of the 

community in planning, establishing and maintaining the services; 
~ second, the use of trained local men and women, part or full time, chosen by the 
community to work these; 
~ third, the use of the needed number of auxiliary staff with substantial responsi- 
bilities who, together with the local workers, would make it possible for 
professionally qualified personnel to concentrate on more specialized roles as 
trainers, facilitators and advisers; 

~ fourth, the application of technology appropriate to the local social, cultural and 
economic conditions; and 

~ fifth, contributions in cash, kind, labour and other services from the community to 
start and sustain basic services. 

It is incumbent to invest our programmes increasingly with these ingredients. As 
there is plenty of reading material available for those of us who would like to be 
satisfied that the basic services strategy is in the best traditions of a democratic and 
durable scheme of development. 

A word of caution about our thinking swinging from the one extreme of the old habit 
of judging progress in financial terms to the other extreme of. neglect of the importance 
of financial and other inputs, or of indifference to physical output—on the facile 
reasoning that what matters is the long-term outcome for quality of child life. How 
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would we succeed in gauging the outcome if we are not good at measuring even the 
output? 

Balance of concerns: Every component of a programmeis as important as any other: 
the level of spending, the supply of materials or equipment, the creation of physical 
facilities, the organizational and training support, the social preparation of people’s 
mind, the capacity and flexibility for quick responses to changing contexts and so on. 
For instance, if we are promoting a formal learning situation for children, it is as well 
that some one remembers, and is responsible for, a supply of chalk—even if that does 
not figure in the UNICEF assistance list. UNICEF is known for its practical, rather 
than intellectualized response to human problems. And we should be as careful about 
the smallest detail in the planning and execution of programmes, as about their 
ultimate outcome or impact. This calls for a studious mind—and hard work. 

We in UNICEF do not plan or execute development programmes all by ourselves. 
This does not mean that we can be less than thorough about the processes involved. 
For, we have to assist the government, and through it, other public or private agencies. 
Also, consistent with our global policies we have to try to influence national 
programmes to an extent that they steadily reflect global policies. Whether we succeed 
in this is a test of our advocacy and of our credibility. 

We have a few chosen themes on which current advocacy and programming lay 
special emphasis. The selection of these themes is in keeping with the thrust of 
corporate decisions, the immediate needs of children in India and what UNICEF in 
India considers feasible to take up. Our programmes as a whole are unlikely to reach 
very far if these crucial themes fail to take off. Let us refresh our memory by recounting 
them: 

— improved infant feeding practices; 

— improved management of childhood diarrhoea; 

- effective promotion of primary health care; 

- better promotion of the understanding that learning associated with health, 
environment and improved quality of life constitute an education which is relevant 
and productive; 

- improved promotion of convergent basic services; 

— more purposeful cooperation with public media; 

— closer collaboration with non-government organizations. 

You will notice that each of these themes fits readily into the scheme of the plan of 
operations. And also, that none of them lends itself to being promoted in isolation. For 
example, better infant feeding practices would not be within the competence of the 
health sector alone to handle. Nor would improved education services, the way we 
conceive of them, fall within the province exclusively of the education sector. Likewise, 
disability-prevention is not purely a social welfare programme or for that matter a 
concern only of the health sector. 

This is not an exhaustive list of themes that need urgent attention and action. 
Iodizing and iron-fortifying common salt brooks no more delay. We could assist in 
these and possibly other directions through our programmes in the coming years. We 
look forward to a clear, balanced and realistic picture of specific possibilities emerging 
from our deliberations—all woven integrally into the overall plan of operations. 

Let us then ask ourselves some questions that are central to our programming 
competence and try to find the answers and to take pursuant action. 

— Inevitably the first of these must relate to our productivity in programme delivery. 
How much—and at what cost in money, material, time and energy—are we able to 
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achieve? How can we measure and improve our productivity? 

— How do we locate, mobilize and apply non-monetary resources in support of our 
ongoing and future programmes? 

— When a constraint appears in the path of our plan, what do we do? What types of 
constraints do occur? 

— How do we go about strengthening our working relationship with sister organiz- 
ations, and voluntary groups. What has stood in the way of our pulling together 
with them? Have we taken initiatives or tried hard enough? 

It is not our purpose to lengthen this list of rather obvious questions. The aim is 
modest—to whet our interest in them, in raising more of them relevant to our work, 
and in finding practical answers to them. 


3.11 An essay in human development 


| (ibaa Integrated Child Development Services (ICDS) scheme is a major con- 
cern of UNICEF, though we are a modest partner in it. We see it as the most 
important means to reach millions of children and mothers who are caught in the 
multiple grip of endemic nutritional deficiency, economic hardship and recurrent 
‘natural’ disaster. It represents an idea that has been in action for six years now. The 
pace of its expansion, the experience of its working in various settings, the scope for 
enriching its concept and content and the political priority given to it hold out the hope 
that ICDS can make a vast difference to infant mortality and to the quality of child life 
in our own time. 

7 UNICEF is impressed by the pace of expansion of the ICDS “coverage. That 
increases the responsibility of all the partners to see that each project fulfils its intended 
in A ei none fails) in terms of the services, their quality, the beneficiaries and the 

nefits. 

Ways to change: We believe that a stage has been reached for the scheme: 

- to consciously harmonize content enrichment with spatial expansion; 

~ to broaden the spectrum of its services as widely as the complex of needs of children; 

~ to enhance its thrust with support of all those in each project area working for 
children and mothers and, for this purpose, to look beyond the scope of its own 
financial budget; 

-to be bold and flexible enough to try out strategic variations to fit local 
opportunities for resource utilization and people’s involvement; 

~ to monitor the impact, the terms not only of facilities, expenses and supplies but 
also of indicators of quality of life. 

In all these and related directions, UNICEF is ready and eager to cooperate in every 
way it can. 

Consider the process of identifying the families that come into the ICDS purview. 
Income, as observed from domestic circumstances, is a usual criterion; and a good one 
at that. Would it be possible to directly identify malnourishment, or other health- 
related problems, in expectant and lactating mothers, infants and young children? We 
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should think this could be attempted in more than one way: 

— through a strong link between the anganwadi worker and the voluntary or official 
health worker: 

~ by providing, wherever possible, suitable space at the anganwadi for health check- 
up of mothers as well as children; 

- by health education of mothers and prospective mothers so that they may 
themselves identify their health problems and seek answers to them; and 

— through carefully choosing the agents and the mechanisms of selecting the 
beneficiaries. 

Let us look at an allied area—what is usually called ‘motivation.’ An area is chosen, 
a project is set up, funds are found, facilities are created but how do we ensure that 
mothers and children—those that are most in need and at risk—come to the 
anganwadi, remain there and make it a part of their living? How do we lift ICDS from 
an experiment in social welfare to an experience in social development? Can the 
anganwadi be made the focus where women could discuss their problems and find ways 
to solutions? Where they could just meet much the way they used to, around the village 
well? Where the government official, or a voluntary agent could go to learn about the 
condition of children and women? 

Local initiative: There are, as we know, projects where the local people have come 
forward on their own to provide the land or help in putting up the building for the 
anganwadi. There are anganwadis on whose verandah women work on their sewing 
machines—for the benefit of their children. Can the activities around the anganwadi 
expand—on people's initiative—beyond the conventional content of ICDS, so that 
the original components become stronger and more viable? This is a possibility which 
could be pursued, project by project, by the State coordination committees. They have 
the influence and the means to make this happen. 

Nutrition is obviously basic to the success of ICDS. Perhaps there are problems in 
ensuring the quality of the food that is made available at the anganwadi. The answer 
lies in openness of functioning. This is a precondition for accountability as well as 
participation. And the condition will be met only if people’s minds are prepared, so 
that they understand and accept the programme and keep it alive and going. There are 
projects where mothers come and help the anganwadi worker in providing the services. 
Some bring along extra food and vegetables from their own small patch of land. This is 
the culture with which we should deliberately try to permeate ICDS. 

Linking with other services: One of the problems with which ICDS seems to be 
grappling with is the operational integration it seeks to establish with other public 
services, particularly the systems responsible for primary health, functional education 
and basic sanitation. A typical outcome of this difficulty is the less than satisfactory 
progress towards universal immunization against the six common childhood diseases 
which continue to take a huge toll in child health and child lives. It is rather ironical 
that we have the technology and a social-institutional infrastructure (in the form of 
ICDS) and yet results are slow in coming. The answer may be to make ICDS, in 
measured steps, less of an official institution and more of a social organization. 

That brings us to the question of training, the needs and the capacity, its content and 
quality. We are happily aware of some excellent foundational work done and the 
strides made in training of hundreds of project officers and thousands of anganwadi 
workers. Yet this is, in our perception, still a problem area. The future of children of the 
marginalized segments of the population will be assured, once we succeed in selecting 
and training the right kind of anganwadi worker, who is of the community, works for it 
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and shares its life. This is perhaps the key to the success of ICDS. Indeed the benefits 
reach farther: A thousand ICDS blocks will have trained and gainfully employed a 
hundred thousand women from low-income groups who may have otherwise remained 
unreached. The significance of this constructive process is as much social as economic. 
And that devolves on all of us a tremendous responsibility for adequate and timely 
training. Indeed this concern squares with the current emphasis on enhanced quality 
and outcome, 

At this stage, we would make some suggestions to make the anganwadi the vehicle of 
a number of badly needed interventions on behalf of the deprived child. None of the 
suggestions is new, but all of them call for renewed application. 

Let us begin at the beginning. Before development can start, disability has to be 
stopped. Today we know that most of the common disabilities can be barred at the 
threshold—if we start with pregnant mothers and early childhood. Can we press into 
service, through the ICDS channel, every facility available in the block and not merely 
those budgeted under ICDS—for expanding the work of early detection and 
prevention of childhood disability? Using modern concepts of education on health, 
nutrition and environment, can we create an interest in school children to look with 
empathy for incipient impairments among themselves? We would like to stress that the 
weakest link in the needed chain of action is the apathy, unconcern and skepticism of 
adults in responsible positions—who do not believe that school children are concerned 
about one another; who do not see what anganwadis can do to promote the 
consumption of iodized salt against goitre (which affects 40 million people of India); or 
of iron-fortified salt against anaemia which limits the potential of even more. So, 
should we not promote every possible method and channel of communication— 
including advertising—to bring awareness and sensitivity to public functionaries, to 
encourage voluntary organizations to be more enterprising than they are today? 
Communication seems to be of the essence and, as we have just noted, there are 
audiences—apart from mothers in village and slum—who need to be reached, in 
Offices and institutions. 

Network of allies: For this, time seems to be ripe. Chambers of commerce have, to 
our knowledge, shown interest in supplying iron tablets to children of the poor. Private 
firms are conscious of their social responsibility (in the interest of their own viability 
through worker productivity), and some of them have departments for social and 
human development. They are keen to establish an identity with their present and 
Prospective clients. They have the money, they have social influence, they like to invest 
in goodwill through socially useful ways. Government procedures permit tax 
exemption for expenses of this kind. Let us try and derive the most from this 
opportunity. We must make industry our ally in reducing infant deaths, child 
malnutrition, female illiteracy and involve them in a variety of fields—water supply, 
health, women’s income generation, environmental sanitation, recreation, 
shelter......Perhaps private companies could adopt ICDS blocks, the urban ones for 
example, either directly or through organizations like Rotary, Jaycees, Lions and the 
several genuine and experienced social work organizations in nearly all parts of India. 
We could make it possible for them to work for the ICDS aims, leaving enough room 
for their innovative, spontaneous, productive participation. We have reason to believe 
that this approach would work and also save the government some money. 

Some priorities: Nutrition is a primary concern of ICDS but poor infant feeding 
practices are the bane of much of the developing world. And if we look at these 

misguided practices—which go against both traditional wisdom and scientific 
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temper—we will realize how severe an obstacle they present to social and economic 
development. We would like to emphasize just three dimensions that should be major 
ICDS concerns. These are: 

— The protection and promotion of the natural traditional practice of breastfeeding 
which is under threat from ignorance and irresponsibility. 

~ Simple procedures at home (like feeding a child having diarrhoea with a solution of 
sugar and salt in water and with normal food) for managing the consequences of 
child diarrhoea which kills 5 million children under 5 years, each year in the 
developing countries. This adversity is significantly related to the growing practice 
and fashion of artificial infant feeding; and thirdly. 

- Promoting and supporting appropriate feeding during the period of weaning— 
mainly by informing, training and enabling mothers in the use of appropriate, local, 
low-cost foods, their preparation at home, and timely introduction in the diet of the 
child. 

None of these measures requires large investment. Indeed a poor family can afford 
these, and nothing else. And we cannot see a vehicle more suited than ICDS at the 
anganwadi level to reach these messages to mothers and families in villages and slums. 
But, insensitively or unprofessionally handled, communication can produce contrary 
effects. Messages have to be carefully framed and put across with genuine understand- 
ing of, and consideration for, pre-existing attitudes, beliefs and practices. 

We believe, however, that this problem is not insurmountable in India with its 
considerable experience and expertise in the field of communication. The point is that 
ICDS must open up to new ideas and methods in its conceptual and programmatic 
dimensions. 

Before concluding, we would mention an opportunity that is being availed of, but 
perhaps without deriving the full potential. We understand that half the child-growth 
charts produced in India go to ICDS blocks. In the absence of full information, we are 
not sure if we can describe this as mass-use of the growth chart. An intelligently 
designed card, which even an illiterate mother could use, would be one of the best ways 
for timely detection of creeping malnutrition—which may go unnoticed even by 
mothers. Early correction could follow early detection. And neither would be 
expensive. UNICEF, for its part, would be glad to support experimental and 
demonstration activities in this regard—particulary to redesign the growth chart to 
make it more functional for mothers than it is today. 

We would like to end on an optimistic note. ICDS is poised not merely for expansion 
but also for qualitative change. The increasing coordination between the State 
governments and the Centre signifies that it has the necessary political backing and 
that it has come to stay. But an idea survives to the extent it is able to evolve in response 
to people’s needs. As we have noted, ICDS is evolving in several ways—for example, 
making itself more open and better known; allowing itself local variations in keeping 
with prevailing circumstances; encouraging participation by non-government ag- 
encies. These are welcome signs of change. 

We also look forward to the time when ICDS would virtually eliminate its 
dependency on sources outside the community. We have two main reasons for this 
ambition: 

~ No community is too poor to care for all its children. 

~ Basic services can seldom be generated, much less maintained, from outside the 
community on a viable basis. 

In this perception, we express the hope that ICDS will evolve over time from a 
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government programme with people’s participation to a people’s programme with 
government participation. The children of India deserve nothing less. 


3.12 Participation in a plural society 


HESE are not the best of times, especially for economic reasons. 

But the climate of economic stringency, of scarce monetary resources for 
providing the people—and especially the young—with the basic services, devolves a 
new responsibility on all of us, particularly on organizations like Jaycees as well as 
UNICEF. We have to rethink the priorities of public and private spending, we have to 
reconsider and reshape the aims of what passes for “development.” 

This last year, more than 40,000 young children have died each day the world over 
from malnutrition and infection. And for everyone who has died, six now live on in 
hunger and ill-health. We may look around but not see a child dying; and even a 
malnourished child may not come into our view, unless we search for one. Yet we have 
it on reliable estimate that an invisible malnutrition touches the lives of nearly one 
quarter of the developing world’s young children. It steals their energy, restrains their 
growth, lowers their resistance. 

In India (if we go by official statistics), some 118 million children live below what is 
called the poverty line, about 19 million of them in urban areas. These are the very 
children whose families are hit the hardest by the general worsening of the economic 
situation; by the pressure of growing numbers on the family, neighbourhood and 
nation; by the environmental degradation that puts beyond their reach their 
rudimentary right to pure air, clean water and cultivable soil. These are the children 
who need (and often go without) basic services related to health, nutrition, education, 
drinking water and a safe environment. Their families struggle to survive in dignity but 
are mostly denied the non-material conditions for their development: the opportunity 
for self-reliance, self-determination, participation, security, identity, and freedom. 

This is the background in which we have to fashion anew and in each national 
context, the design of development. There has been a great deal of thinking, 
introspection, experimentation and interaction in many parts of the world (con- 
spicuously including India) in this effort. A measure of consensus can be noticed in this 
process of analysis and action. And this consensus cuts across geographical and 
ideological dimensions. Before we come to the role that an organization can play in this 
transition, let us note some of the elements of this growing body of opinion: 

— The highest priority of development is to meet the basic needs (material and non- 
material) of all the people. 

— Human and social development is no less important than economic progress. 
Unless the two go together, basic human needs of all members of the community 
may never be met. 

— Once development acquires a “human” focus, it is only logical than the paramount 
concern should be development from the earliest stage of life. 

— Development of the child becomes possible only by strengthening the capacity of 
the mother, the family and the community (in that order) to attend to this task. 

One of the ways—indeed the most important one—UNICEF is trying to promote 
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these aims, is what we call “the basic services strategy.” This is a strategic outcome of 
the varied experience of UNICEF over three decades and in different political systems. 
Itis a concept and an approach that works. It has had the approval of the UN General 
Assembly. Consistent with this overall strategy and within the framework of national 
policies as well as the limits of its own resources, UNICEF assumes this supportive 
responsibility in India, as in 111 other countries presently. 

This is the development scheme and strategy against which we would commend a few 
lines of necessary (and we hope possible) action, for your consideration: 

— We noted infant malnutrition. There is no better way of combating it than by 
protecting and promoting the natural, traditional practice of breastfeeding infants 
for as long as possible. This practice is under threat worldwide. It has declined in 
many countries, especially in urban areas. The demand for the socalled substitutes 
for the mother’s milk is as artificial as the feed itself. A food as good for the infant as 
breastmilk is yet to be invented. The hollowness of claims to the contrary have been 
widely exposed. We would be glad to share relevant literature on the subject, should 
you be interested in mounting a public information campaign starting with people 
in the slums. 

— This campaign to be fully successful, needs to be complemented by a concurrent 
promotion of proper infant feeding practices—the timely introduction of the right 
kind of home-prepared weaning foods, made from simple, locally available, low- 
cost cereals, legumes and vegetables. Purely commercial interests are unlikely to be 
interested in inexpensive alternatives such as these, but socially-conscious groups 
such as yours can well be. 

~ Global estimates speak of 1400 million episodes of child diarrhoea during 1980— 
leading to 5 million child deaths from this single cause. A good number of these 
episodes and deaths occur in South Asia. 

~ Diarrhoea can, of course, be prevented by ensuring safe water, proper sanitation 
and hygiene education. But this will obviously take time. And something needs to 
be done urgently and effectively to stop the unnecessary and massive child deaths. 

— The answer is known to us, but not to the mother in slum or village. All that is 
needed to prevent death from diarrhoeal dehydration is not to deny fluid and food 
to the stricken child. At the present level of understanding, the mother denies both 
even as she waits for diarrhoea to stop. Unaware of cause and effect, she takes itas 
an intervention of fate, should the child die. 

~ The answer to preventing child death from diarrhoea is creating the awareness of 
the right response. And, modern science tells us that the response is incredibly 
simple. A solution in water of sugar and salt in reasonably correct proportions can 
save the child. This can be made in the home. Recent research also vindicates the 
traditional (but forgotten) practice of giving children with diarrhoea rice-water or 
similar fluids with some starch content. As you see, science assures us that the 
problem is hardly medical. It is social and behavioural. The answer is better 
understanding through appropriate communication. The problem lends itself to a 
strategic intervention. 

There are as many areas as we would care to explore, to help the deprived child. 
Example: 

~ Anattack on anaemia, which is widespread among children and mothers in this part 
of the world. This is possible by promoting the production, distribution and 
consumption of iron-fortified common salt. It is feasible and not costly. 

~ Forty million Indians are reported to be affected by goitre from iodine deficiency. 
Most of them are not even aware of this condition. More may in fact be suffering, as 
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further investigative research may show. The answer, once again, is not beyond 
available means: use of iodized common salt instead of ordinary salt. Experience 
shows that this is mainly a matter of efficient management. 

— There is a whole range of simple interventions possible to prevent and to limit 
childhood disabilities which defy similar action in adulthood. Universal immuniz- 
ation is one such. Technologically and financially, it is feasible. Yet it is not 
happening even where facilities exist—mainly due to lack of social consciousness. 
The distribution of Vitamin A capsules to children is possible; cultivating the habit 
of eating green leafy vegetables is even easier; and education for health and hygiene 
is essential, as a preventive of much of visual impairment in childhood. 

UNICEF stands in readiness to respond with information and advice to any interest 
you may take in alleviating the condition of children from materially poor families and 
in promoting their development in one or another of the fields we have noted, or in 
several allied areas for action. There are several avenues by which a voluntary group 
can extend collaboration—for example, one or more of the numerous projects of 
Integrated Child Development Services (ICDS) of the Government of which 
UNICEF is a partner. 1 

We would like to stress the importance, in a plural society, of participation in 
development by non-government organizations. They can provide the link (often 
missing) between the government and people. Even if they are not in a position to 
organize relevant social service systems, they can support attempts in this direction. 
They can coordinate effort with that of other voluntary agencies in the field of 
development. Finally, a combination of managerial capability and social conscious- 
ness can make a difference to the quality and outcome of any social service that they 
may decide to start or support. 


3.13 Working for children 


jf is a legitimate question to ask of UNICEF what it can do for the well- 
being of children in a country where so many so them cry for attention? We ask this 
of ourselves almost constantly. And our answer has evolved with time, our 
understanding and our experience. In this sense, the role of UNICEF in India has had a 
dynamic focus under a fixed purpose. 

Conventionally, UNICEF has three broad functions: 

~ To be of assistance to children during emergencies like natural disasters and war; 

— To promote development of children in depressed sections of society by co- 
operating with national governments; and 

-To advocate appropriate policies and measures for development of children. 

In a situation where endemic poverty and disease of one kind or another 
continuously feed on each other, it is difficult to see the three functions apart from one 
another. And a deeper analysis is necessary to understand the nature and thrust of the 
UNICEF role. 

Goals of development: Let us consider a basic approach to the task of development. 
We have learned from experience that it is not enough, for viable result, to set the goal 
of development as growth or well-being. The goals have simultaneously to be growth, 
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well-being, equity and participation. The development of children in human, economic 
and social terms cannot be assured in a narrow spectrum of aims. If this is accepted, the 
strategy must be one of response to the needs of people, particularly to those of their 
children. Even where this is accepted in theory it is seldom put into practice due to 
constraints imposed by concepts, attitudes and institutions. How does a government 
respond on a national scale to the needs of numerous communities who are without 
access to channels of communication? How does a bureaucracy, used to telling people 
what is the good for them, adapt itself in thinking and structure to listen to those whom 
they are expected to serve? If development is defined as a total concept (and nothing 
less would do when it comes to development for children), questions such as these crop 
up insistently. And purely technocratic answers may not satisfy. 

We of UNICEF seek to mediate the desired process of development by assisting in 
building the capacity of people to analyse and understand their needs, to respond to 
them by themselves, or to demand the needed services of public sources. The emphasis 
is therefore strongly on training, orienting, communication, planning, inter-sectoral 
co-ordination and nurturing of institutions rooted in and functioning at the level of the 
community. 

In determining the scope of UNICEF support to the community for building up its 
own capacity, we seek to apply a simple criterion. The intended capacity must be 
related to a basic service for children such as primary health care, primary or preschool 
education, basic nutrition (including that of the pregnant or nursing mother), safe 
drinking water and environmental sanitation. Equally we explore and promote the 
possibility of ensuring these basic services to the same children at the same time. This is 
essential because experience shows how pointless education would be without 
nutrition; or how wasteful health care would be without environmental hygiene. 

Basic strategy: From this perch of understanding UNICEF has evolved what is the 
central idea behind our programmes, namely the Basic Services Strategy. Ever since the 
General Assembly endorsed it seven years ago, we have been advocating it and we also 
hear from time to time about one country or another accepting it in practice. 

The main elements of this strategy bear repetition: 

= first, active involvement to the maximum possibility of men and women of the 
community in planning, establishing and maintaining the services; 

= second, the use of trained local men and women, part or full time, chosen by the 
community to work these; 

— third, the use of the needed number of auxiliary staff with substantial responsi- 
bilities together with the local workers, would make it possible for professionally 
qualified personnel to concentrate on more specialized roles as trainers, facili- 
tators and advisers; 

~ fourth, the application of technology appropriate to the local social, cultural and 
economic conditions; and 

~ fifth, contributions in cash, kind, labour and other services from the community to 
start and sustain basic services. 

Naturally, our aim is to invest our programmes increasingly with these strategic 
ingredients, And the only way we can try to do this is to influence people through 
persuasion, by the force of facts and arguments. Thus another dimension of our role 

_ emerges—as the children’s advocate. We advocate policies and programmes appropri- 
ate to each national and socio-cultural context. We maintain a voice in domestic as well 
as international forums, as well as through public media, as the lead agency for 
children in the UN system. 
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At this point, we would like to clarify that UNICEF does not plan or execute 
development programmes all by itself. Rather we assist the government and through it 
other public or private agencies. Consistent with our global policies we try to influence 
national programmes so that they steadily reflect UNICEF policies. Whether we 
succeed in this is the test of our advocacy. 

As will be seen, the State of the World’s Children 1982-83 puts the accent on half a 
dozen themes—not as an answer to the poverty in which children are born and 
brought up, but as a means of seeing children through despite poverty. None of these 
programme themes is new but all of them are absolutely and urgently called for, for 
example, in India. 

Breaking out of gloom: On a rough estimate anywhere upto two million young 
children die in India as a consequence of diarrhoeal infection. Many more suffer but 
survive, the more malnourished for each episode. Each increase in malnutrition 
increases the risk of another infection. The real threat to the life and well-being of 
children is not diarrhoea but the attendant dehydration. The answer to this is with the 
mother in the home—a mixture of sugar and salt in water in a reasonably right 
proportion. If the mother in the village or slum is made aware of this answer, child 
deaths will be far fewer and child health will be much better. 

Hundreds of thousands of young children die in India from common childhood 
diseases like measles, diphtheria, tetanus, whooping cough, poliomyelitis and tubercu- 
losis. By and large vaccines are available but vaccination does not usually take place. 
Here again, the answer is social awareness and social demand for preventive health 
services, 

In poor as well as not so poor families, it frequently happens that child malnutrition 
and ill-health increases without anyone noticing it. Some way to monitor weight or 
height or arm circumference is essential if misfortunes are not to come by surprise. 
Keeping a watch would help to preserve normal nutritional status, for intervention can 
be made as soon as growth falters. And intervention is possible once again at the home 
and within the family’s needs—given the knowledge that it can be done. 

Infant nutrition is in a state of crisis—for no reason at all. For, there is no shortage of 
infant food, at any rate for the first few months of the child’s life. Yet more and more 
mothers, well-to-do and poor, in town and even village, give up breastfeeding their 
babies. They opt for the expensive and inferior alternative of artificial feeding— 
opening the way to malnutrition as well as infection. Regulating irresponsible sale of 
milk powder is one aspect of this problem. Even more important is the education of the 
mother for restoring the baby to the breast. 

Tt is the perception of UNICEF that attention to these four simple practices, 
reinforced by public policies of food supplementation and family planning, can make a 
difference to the Present, unacceptable state of the world’s, and India’s, children. 

In this conviction we are building, as fast as feasible, the chosen themes into all our 
programmes and activities which we are supporting wholly or in part. For example, the 
idea of improved infant feeding practices (which include not only breastfeeding but 
the timely introduction of the weaning food) is inserted wherever possible. 

The same approach applies to other priorities: 

- early learning associated with health, environment and improved quality of life; 
- effective promotion of primary health care; 

— improved management of infant diarrhoea; 

- prevention of anaemia, goitre, blindness and other disabilities, 

The scope of development is obviously and vastly more in children than for adults. 
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Development may be seen as a process of breaking through the envelope of poverty. 
But poverty rarely exists alone. Disease, disability, deficiency, ignorance are its usual 
accompaniments. Before development can start these have to be tamed; or else time 
and resources will be pre-empted by the battle against these adversities, rather than be 
available for the positive purpose of development. In this perception, prevention 
becomes paramount, as a concept and as a practical priority. Which means that 
UNICEF would like to apply its modest resources on preventing malnutrition rather 
than on treating it. We would rather promote the use of iron-fortified salt against 
anaemia and iodinated salt against goitre, than wait till more children and adults 
become anaemic or goitrous. We would rather encourage nutrition to the pregnant 
mother than support the establishment of maternal clinics; promote breastfeeding and 
proper weaning practices than support medical facilities for young children. When 
current suffering is heavy, prevention is not the sole answer, but without it nothing 
would be an answer. 

Communication as programme tool: The main means at our disposal for furthering 
the aims on behalf of children is, in one word, communication. This is a programme tool 
of which we seek to make full use. We seek allies by using this tool, not only in 
government agencies, but also in non-government organizations, trade unions, 
employers’ groups, religious bodies, youth clubs, women’s groups, co-operatives and 
so on. And we are increasingly interested in making use of each of the public media to 
reach messages to the people. This is one way we hope to enlarge the effective use of our 
modest resources on behalf of the 270 million children of India, about half of whom are 
at or below the line of poverty. 

There is a dimension of UNICEF programming which we have not mentioned yet. 
We are increasingly concerned in evaluating the outcome of development not merely in 
terms of the money spent or even in terms of the quantitative targets achieved, but in 
terms of quality of child life. This is a long haul, but a needed one. 

The approach sustaining the UNICEF effort has necessarily to be decentralized, 
cross-sectoral and inter-disciplinary. Child life cannot be treated in compartments. 
Nor can the functional aspects of development like policy-making, funding, manage- 
ment and technology, be dealt with in fragments. In this perspective, certain 
programming patterns have emerged and we would mention two typical examples: 
integrated services for child development; and area specific and people specific 
development for children. Both are currently expanding with government support and 
gradually increasing people’s participation. The UNICEF contribution to this process 
is not so much its funding or its expertise, but an extra degree of concern that raises the 
priority for children in the design of social development—priority in time, for 
resources, of public policy. 


3.14 Technology for children 


AN discussion of appropriate technology in relation to UNICEF must have 
for its frame of reference basic services for children and the particular priority 
actions that support them. Development of children means, primarily, the develop- 
ment of young minds in healthy bodies upto the stage they are essentially self-reliant. 
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The UNICEF concern is to identify and promote the application of technologies 
appropriate to the human and social goals we have set for ourselves. 

We have to make a fundamental distinction between developing things and 
developing young Auman beings. The term “technology” includes, more than the 
hardware, the non-material contributions to development—like knowledge and 
know-how, experience and organizational forms. UNICEF has therefore reason to put 
the accent on soft-ware, in whatever technology appears appropriate to our 
programmes of co-operation. 

It is all too common for us to confuse appropriate technology with gadgets and 
machines. There is also a tendency to harbour exaggerated notions of what UNICEF 
can do in promoting such technology. Arising from this, there is a feeling that we have 
not gone as far afield as we might have. We would like to suggest an alternative 
approach to the promotion of technology appropriate to children. 

We already have, as part of our on-going core programmes, an array of technologies 
appropriate to the achievement of our aims. What is needed is to convince ourselves, 
and then others, that these are effective, feasible and affordable even in a context of 
poverty—appropriate, as well, for those who may not be poor. Is it true that most 
appropriate technology centres, publications and promoters are actually in rich 
countries, or supported by them? And, are these the sources which say that transfers of 
previous technology from these same places were bad? Do we listen to the message of 
the Least Developed Countries—“‘Dont’t give us your hand-me-downs”? 

The reappraisal and improvement of technology, or the rediscovery of one that 
existed earlier, takes place in response to actual needs in real life situations. The basic 
services strategy of UNICEF is an eminent example of a responsive technology. It may 
Jack the glamour of gadgetry but inherent in it is a certain adaptability and 
appropriateness in technical, social, economic and development terms. Primary health 
care is, once again, and in a basic sense, technology made appropriate through the 
fusion ofits eight essential elements. Let us also recognize that primary and pre-school 
learning Tepresents a tried and tested technology that works as modest cost and to 
immense individual and social benefit. Our search for appropriate technology is thus 
easily fulfilled, though our endeavour to have it applied in full measure is far from a 
success, 

A shelf of technologies: In this context, let us look at some of the programme 
priorities that are presently uppermost in our minds. We would request you to consider 
if there is, to our knowledge, a technology more appropriate than oral rehydration 
therapy against diarrhoea, a major killer of young children. It is scientific, uptodate, 
safe and inexpensive. Yet its application is lagging far behind the needed level. That is a 
challenge to those who want to promote appropriate technology. 

Breastfeeding, though not invented by man, is unequalled as a technology in infant 
feeding. We have to consider why lesser technologies have been able to steal a march 
over what is appropriate and virtually cost-free. 

Growth promotion, by whatever method, is an idea as old as'development but that 
does not mean it is obsolete. Yet this simple technology, which depends on software, is 
Fa AN to me mothers. When we succeed in changing this situation, we would 

ave p! even in the poorest home, a tool fc itori lso 
the health of the child. m pe eer ne goroni growth baran 

Immunization represents a technology of immense social value but a low coverage of 
10 to 20 per cent amounts to wasting this asset. We would also like to invite attention to 
the scope for improving vaccine technology, to do away with the need for costly 
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refrigeration, and possibly to move towards oral vaccines. Here is yet another 
challenge to votaries of appropriate technology. 

In the same class is the challenge to promote on a massive scale, the use of iron- 
fortified salt to combat anaemia and iodated salt against iodine deficiency disorders. 
UNICEF cannot deliver these; thus we are back to promotion, demonstration and 
advocacy. We have also to face up to the problem of stimulating the demand for these 
technologies. 

The needs of the child and the capacity of the family to meet them, call for not 
isolated responses by an array of technological expertise from outside the community, 
but a local, permanent, accessible and varied technological presence which could be 
freely drawn upon as necessary. 

Criteria for acceptance: If this perception is acceptable, we must insist that 
“technology” fit the framework of UNICEF concerns, policies and programmes: For 
example, whatever technology we support must be: 

- efficient in application; 

- participatory in character; 

- affordable in cost; 

— indigenous in roots; and 

-imbibed with a capacity to animate innovative minds towards further 
improvement. 

It would be self-defeating to promote a technology without these attributes in the 
hope that these would be picked up somewhere on the way. Experience shows that they 
will not be, unless carefully planned for from the start. This should be a warning 
against “programming by slogan.” It is becoming increasingly trendy—and easy—to 
send advice to the bullfighter from the safety of the arena seat. We must ask “how real 
or illusory” is the objective of self-reliance. F 

Neglect of software: A national strategy for appropriate technology should, of 
course, focus both on hardware and software. But software is more difficult to develop 
and diffuse than hardware. Development is a process, achieved not in leaps forward in 
hardware but mostly through small improvements and modifications in software. 
Software lacks visibility and therefore prone to be overlooked. The importance of non- 
material innovations is often underrated. All these argue that to the extent UNICEF 
seeks to promote technology appropriate to its mandate, the predominant emphasis 
should be on software. The accent must therefore shift to communication, traditional 
as well as electronic, as appropriate to the audience. 

Further, the UNICEF contribution to appropriate technology should permeate 
existing programmes rather than be a programme or activity by itself. But do we have 
to get involved in the semantics of appropriate technology? Do we need “appropriate 
technology” divisions. 

Our problem in UNICEF is that we talk of national development and comprehen- 
sive approaches to children, but we lean on individual project design; and national 
plans of co-operation are but check-lists all too often. How to blend community 
interests and goals with national aspirations is a question we still have to face, which 
means, how do we deal with the political aspects? 

At this point, we would like to mention some recurring pitfalls in the way of what 
used to be called the “appropriate technology movement”: These need to be kept in 
mind, 

Focus on self-reliance: For example, it is a misconception to consider appropriate 
technology as an aspect of development aid. It has a part to play in external aid, but its 
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philosophy implies precisely the opposite. It is primarily an indigenous creation by 
indigenous innovative capability. 

Again, many of the problems which technological changes seek to answer, often have 
fairly straight but radical solutions. By promoting intermediate technologies intended 
to alleviate (but not alter) unacceptable conditions, the promoters of such technology 
run the risk of being considered as retarders of social change. We have an obligation to 
convince the critics. 

Let us also warn ourselves that appropriate technology is not easily defined. What is 
appropriate in theory may not work out in practice. What is appropriate to some may 
not suit others, What is technologically appropriate may not be so in social, cultural 
and economic aspects. What is good at one time may not be so a little later. But, do we 
have to define “appropriate technology”? 

Consistent with the above points, we would commend an approach to appropriate 
technology at two levels: 

First, the induction of technology, reappraisal and innovation should be determined 
strictly by the requirements of core programmes. This means that at the programme 
planning stage, we should be able to consider the range and variety of technological 
alternatives—programming staff should be able to assess the appropriateness of each 
technology in relation to the local environment in which it is expected to operate and 
the means available to make its application a success, Technicians, especially those 
from outside the community or country, may not be fully equipped to make this 
assessment. 

Second, it would be worthwhile to study significant applications of technology 
(appropriate to the community in its own perception), to document the experience as 
well as the reasons for the success, or failure, and to ensure dissemination among 
programmers, planners and decision-makers as well as the concerned segments of 
public opinion. 

There are four things that UNICEF can provide: hard goods, soft goods, cash and 
brains. These can be directed to support: survival of children, development of children, 
capacity building and advocacy. Our task is twofold: to combine these in appropriate 
mixes and to programme through others. 

But we must also make sure—especially in our current spotlight—not to spread our 
energies so widely as to make no impact. Many would like to push us into accepting the 
latest technology or movement. We must not be averse to incorporating the ideas of 
today but, before that happens, we must become more aware of them, and, therefore, 
more discriminating about absorbing them. 

UNICEF hasat its disposal a shelf of appropriate technologies. We and our partners 
in the cause of children have primarily to get better at using them. 


3.15 Joint programming 


HERE are, as you know, several positive results of WHO and UNICEF 
having worked together, for example, the very concept of primary health care and 
the international code of marketing of breastmilk substitutes. We have made a joint 
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beginning, globally and in this region, in nutrition. There are other fronts on which not 
much has happened notwithstanding our frequent consultations. In some other fields, 
we are yet to combine in spite of our common concern and complementing 
competence. May we suggest that a frank and factual stock-taking could lead to new 
approaches to old problems, through reshaped procedures and renewed programmes. 

The time has come, in our view, when the dimensions of development as envisioned 
by the United Nations, must be drawn and held closer together. This implies closing 
the gaps not only between the economic, social and human aspects of development but 
also between the different UN agencies and their mandatory priorities. For instance, 
the WHO perception that health is a social concern calling for community action, as 
well as technological intervention, puts UNICEF on the same wave-length. This, in 
turn, should enable us to move in even step, with our partners. But do we speak the 
same language as the governments we work with? Assuming we do, how do we move 
from idea to action, from effort to effect? 

Low yield: Ten or more years ago, WHO and UNICEF were supporting in this part 
of the world, government programmes against tuberculosis, leprosy, goitre, malaria... 
Today we share identical concerns over these very hazards to health. We are also active 
in other fields like infant and maternal nutrition, water-borne diseases like infant 
diarrhoea, anaemia, impaired eye-sight, and so on. The magnitudes of these threats 
have only increased with time. We have to ask, and answer, if the capacity of 
governments, communities and families have also been upgraded. What we can do to 
enhance it, should be the central concern of our programming. 

In this direction, we have lately had a number of opportunities which could be 
availed of, on the strength of the co-ordination that has taken place at the global level. 
Ready examples are: nutrition programming, diarrhoea management, drinking water 
supply, sanitation and follow-up on the marketing code for breastmilk substitutes. 
There are numerous other directions in which we need to pull together rather urgently, 
immunization and control of iodine deficiency, for example. 

New methods: It is relatively easy to identify areas of interest which WHO and 
UNICEF share with governments of particular countries. It is harder but essential to 
devise administrative, budgetary and managerial mechanisms that enable joint 

_ Programming by government, WHO and UNICEF. If this idea is acceptable in 
principle, UNICEF, would be glad to spell out practical procedural proposals for 
consideration, 

~In a scheme of joint programming, the inputs of WHO and UNICEF would 
complement and not compete—mutually and with those of the government. 
Indeed, it is a function of joint programming to harmonize contributions: financial, 
technical and professional. 

~ We could not agree more with the WHO Regional Director when he said earlier this 
year at a UNICEF staff seminar that our two organizations should speak with the 
same voice to the government. One of the ways of doing so would be to address joint 
statements on shared concerns, to government leaders, people's representatives and 
professional groups. We have done so in respect of infant feeding. We are doing it 
in the matter of iodine deficiency. We are moving in the case of diarrhoea 
management. 

~ Before we can communicate effectively with governments or the public, we must 
reinforce the channels of our mutual communication. Working together on audio- 
visual presentations on diarrhoea management, anaemia and immunization has 
served this purpose, as well as the public interest: 
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~ Inviting each other to participate in programme reviews should be useful and 
relatively inexpensive. 

— Joint field visits are another attractive possibility. 

~ Joint organization of training programmes should lead to worthwhile results, by 
bringing together the technical knowledge of WHO and the experiential insights of 
UNICEF. 

We are convinced that more staff relations, frequently and at the technical and 
working levels, would yield results. Such differences in perception that the two 
organizations have, seem largely to be a by-product of the differing styles of 
organization and functioning (rather than fundamental). We have every hope 
therefore that any conflict of opinion will be consumed in a continuing process of 
working closely together. The compulsions of the challenge facing us call for an effort 
no less. 

Many opportunities; We have a number of opportunities to put into practice our 
shared aspirations: 

~The nutrition programme in Nepal provides a promising possibility to reinforce 
primary health care and basic services for children. 

~ The iodine deficiency control programme in Bhutan can be a success story through 
a.trilateral partnership, A joint approach to the vaster scale of this problem in the 
region could make the ambition of TCDC a reality—through collaboration of 
governments in the manufacture and distribution of iodized salt, and in managing 
and monitoring prophylactic programmes. 

~ Given adequate preparation, blindness control can integrate closely with nutrition 
programmes and move correspondingly away from a predominantly surgical 
orientation. 

~ Some differences have appeared in our perceptions of EPI management. We believe 
the problem is more of pedantic definition, than of the concepts themselves. And the 
answer lies in further dialogue. Consistent with our agreed aims, UNICEF is willing 
to listen and to learn. We must try together, for we have no option in a context 
where progress has been halting and time is not on our side. If WHO and UNICEF 
speak to the governments with one voice, the chances of universal immunization by 
1990 need not appear as remote as they sometimes do. 

~ Our long and rich experience in the water supply programme shows that it could be 
a moving edge of an attack on the foundations of ill-health. Despite the shared 
decadal goals, WHO and UNICEF have not been able to establish a mutually 
reinforcing working partnership in this field. UNICEF is willing to sit together with 
colleagues in WHO to examine how best to dovetail our respective concerns and 
Programmes, which seem to move rather independently of each other. 

~ The joint policy paper on diarrhoea management is a decisive step forward. How do 
we translate its principles and goals to the country level? This would not be difficult, 
if we give the needed priority to this task. 

~ In the coming weeks and months, we will hear a good deal about leprosy control. 
WHO has an enormous fund of knowledge in this field, UNICEF has limited direct 
experience, But we would be prepared to open up our infrastructure of programme 
support for a massive education campaign, for preventing the disease and the 
prejudice against it. Here is a case where capacity and competence available with the 
government, WHO and UNICEF could mutually complement in the best traditions 
of collaboration for public service of the utmost urgency. 

~ We would like to touch on one more specific point. And that relates to the small 
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progress that has been registered during the past 30 months in implementing the 
marketing code for breastmilk substitutes. We would not want to go at this stage 
into the reasons for this pace of advance in legislative and educative terms, but we 
must share our anxiety as well as our conviction that a joint approach by WHO 
and UNICEF at the political level in each country is likely to make a significant 
impact. Here again, we are willing to work out and discuss how best to make 
the move. 

Weare all familiar with the constant problem of raising resources for the activities we 
would like to promote. UNICEF spends a good part of its energy raising funds, as our 
budget comes entirely from voluntary contributions from governments and the public. 
We would be glad to approach, jointly with WHO, bilateral and multilateral donors to 
fund programmes undertaken by competent and credible organizations, and deserving 
our support. As necessary, we could together be associated with such programmes in 
appropriate areas like technical advice, social organization, and assessment of impact. 
The flow of funds to where they are needed would be enhanced if we press 
jointly for them on the basis of specific programme proposals awaiting financial 
support. 

Much of what we have said is not new. Ina historical sense this is unfortunate. When 
the Joint Committee on Health Policy was set up several years ago, the purpose was to 
get ahead in precisely the same directions in which we, and the countries we seek to 
serve, are lagging. One would have thought that after Alma Ata, the pace would 
quicken where it mattered most—namely the country level. Five years later, we must 
decide to let our institutional differences be subsumed by the common concern for 
health and development. 


3.16 An idea in action 


T HERE are several reasons why UNICEF attaches the highest priority 
to the Integrated Child Development Services, ICDS, among the many govern- 
ment programmes in which we co-operate: 

~ ICDS is closest to our Basic Services strategy. By converging an increasing number 
of services for the same set of disadvantaged children at the same time, ICDS stands 
the best chance of ensuring their development. 

— Second, it has been established that ICDS does work—at an operational cost that 
India can afford. Indeed the country can ill afford not to bring together all available 
resources and disciplines in support of its 100 million children below the age of six. 

— Third, the present phase of consolidation of ICDS holds out the promise that — 
steadily, and in a variety of ways—the quality and impact of the services can be 
enhanced and the coverage increased until every child in need is given the 
Opportunity to develop. 

ICDS is clearly past the stage of experiment. The blocks where it operates are to 
demonstrate to the rest of the country, and to other developing countries, that child 
health and development need not lose out to poverty. Rather, one way to tame poverty 
is for the community—local, national and international—to see that the children of 
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the poor receive the basic support for development. In this sense, ICDS represents 
more than a package of services. It is an idea in action, a lever for social change. This is 
why UNICEF is irrevocably committed to do whatever our modest resources permit to 
make it a success. 

We are pleased that already ICDS has outgrown the early image of a narrow 
nutrition programme with some health facilities added. The spectrum of services is 
widening, as it should, until the physical, mental and psychological needs of the young 
child are met at least to an essential minimum. Where else but at an anganwadi can a 
child of preschool age from an impoverished tribal family hope to receive the early 
stimulus for its essential development? 

The crucial years: No one has perhaps expressed, more tellingly than Mahatma 
Gandhi, the imperative to bestow the best attention to the first few years of the child. 
He said: “We labour under a sort of superstition that the child has nothing to learn 
during the first five years of life. On the contrary, the fact is that the child never learns 
after, as much as he does in his first five years.” The learning capacity of a 
malnourished child is low. And when such a child is taken ill—as is the case often— 
medicines may not work and may do more harm than good. Then again, the early 
social environment affects the cognitive, affective and inter-personal development of 
the child. By providing a multi-dimensional compensatory programme for the young 
child, ICDS substantially alleviates the condition of socio-economic deprivation. We 
feel that the seminal significance of ICDS is yet to be adequately recognized by the 
press and the other media and therefore insufficiently appreciated by that segment of 
the public who are in a position to lend it support in many ways. We believe it is 
important to increase the visibility of ICDS, what it is achieving and its incalculable 
potential for improving the quality of young life. There are many reasons why we say 
this. 

The first relates to cost. It has been computed that the recurring costs for operating a 
thousand ICDS projects would be less than one per cent of the total government 
budget and a mere 0.13 per cent of the gross domestic product. Which means that all 
the children in need throughout the country can be reached by ICDS at a cost of less 
than one per cent of the GDP. Certainly this cost would not be too much if we consider 
a recent report that only a seventh of the 23 million children who will have been born in 
India during 1983 are likely to be adequately healthy and develop to anywhere near 
their full potential. The economic argument in favour of ICDS is as clinching as the 
social and ethical reasons in its support. 

That leads us to suggest that ICDS projects should become the responsibility as 
much of non-government organizations, industrial concerns, social service groups and 
religious bodies as of the government. Their role could involve all or some of the 
responsibility for funding, managing and involving the local community. Develop- 
ment agencies, national and international, could support such initiatives, subject to 
government approval and monitoring. There are examples already of such initiatives. 
When these multiply, ICDS will have expanded at little cost to the exchequer and to the 
immense benefit of the coming generation. And a lively competition, in terms of quality 
and impact, will have started among ICDS projects funded by the Central Govern- 
ment, the States and by various agencies outside the government. 

Spreading the idea: If ICDS is a valid idea, it must be applicable to all children, even 
those from families that are not poor. Working class parents living in large cities or 
factory towns no longer find it easy to give their young children the care they deserve. A 
strong case exists for industrial employers, in both the public and private sectors, to 
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organize for their employees’ children of pre-school age projects on the ICDS pattern. 
Industrial harmony and productivity stand to benefit, apart from the human value of 
such socially responsible action. 

UNICEF in India has an intimate working relationship with a number of ministries 
of government. In no programme of co-operation have we seen more ministries 
directly and enthusiastically involved than in ICDS. In no other programme are basic 
services for children joining up at the level of village and slum with such durable effect 
as in ICDS. This fusion of thinking and action is beginning to yield measurable results. 


3.17 Responding to children’s needs 


HE Child-in-Need Institute and UNICEF have a complementing, co-op- 

erative and productive relationship. We are together in the common cause of 
children who are deprived of the needed minimum sustenance in the very first months 
of their life. We share CINI’s happiness at completing ten years of organizationally 
difficult but socially rewarding work. 

Among the many contributions that stand to CINI’s credit, we would like to 
underline what in our opinion is the most fundamental. Earlier than most agencies 
working with children, CINI realized the relevance of primary health care. A holistic 
approach to health is integral to human development. Development, in relation to 
children, is many-dimensioned. So is the threat to it. For example, a malnourished 
child is faced with a range of problems. It is more prone than others to fall ill. When it 
does, medicines may not be very effective and in some cases may cause harm. At school 
or outside, it is slow in absorbing knowledge. And if malnourishment lasts through the 
first two to three years, the damage done isirreversible. The story of CINI is, in essence, 
the story of its response to this familiar collusion of adverse effects against the 
individual child from the earliest age. 

Given the magnitude of poverty-induced suffering by children, how can a voluntary 
organization with necessarily limited resources hope to succeed in stemming the tide? 
The answer, to put it simply, is to align with and strengthen the social dimension of 
health promotion. Perhaps it was easier for a person trained in the medical discipline 
to diagnose and respond to social pathologies. But it takes a strong sense of identity 
with the poor to work with them for applying the needed prescriptions. 

Building from below: What are these strategic prescriptions? To cite an example, a 
malnourished child is most reliably helped via the mother, the family and the 
neighbourhood community, rather than through an external supply of supplementary 
food at subsidized or no cost. And the most effective way of assisting the mother is to 
equip her first with the knowledge of what is good for her child; and then to augment 
the power of this knowledge with the capacity to make her own contribution on the 
family’s purchasing power. 

There are a number of things which a mother ought to know, but commonly does not 
know due to historical and social reasons. Consider a few examples relating to the 
Indian situation. About half the number of pregnant women suffer from anaemia, but 
they seldom know about either the nature of their condition or the means of changing 
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it. Were they aware, they would have demanded and insisted on getting iron folate pills 
from the nearest health centre; they would have chosen, within the narrow limits of 
their access, those available sources of iron like green leafy vegetables; they would 
together have applied pressure on public health authorities to fortify common salt with 
iron—a technology developed by Indian scientists. These would have happened 
despite present poverty—provided mothers and mothers-to-be became aware. 

What is true of anaemia applies equally to iodine deficiency disorders from which 
some 400 million people in Asia are estimated to suffer to one degree or another, 
anywhere up to half of them in India alone. This fact is still not known to most 
“educated” people. And even when known, they grossly underestimate the conse- 
quences of iodine deficiency, among them lowered physical and mental energy, 
physical and mental disabilities and cretinism right from birth, That four per cent of the 
children being born in the Gonda district of Uttar Pradesh are cretins, is a deeply 
disturbing fact. Not only the policy makers but also the mothers in village or slum must 
be informed that there is a ready and practical answer to iodine deficiency—the use of 
iodinated common salt. It is produced in India but notin sufficient quantity. If national 
priorities were to be set by the will of an informed people, surely iodizing common salt 
would be a very high priority for health and for human development. 

Certain other priorities are common for most impoverished communities and 
therefore for most developing countries, where malnutrition and infection work 
together to dreadful effect. In any community, rich or poor, the best food for an infant 
is the mother’s milk. Nature has endowed even malnourished mothers the capacity to 
lactate. The capacity is enhanced by maternal nutrition. Among the means to ensure 
that nothing comes in the way of a child’s natural right to the mother’s milk are 
regulatory and supportive measures but it is more crucial that the mother should be 
informed, convinced and involved in protecting the most primary of the child’s rights. 

Similarly, the most important single check on a child’s normal healthy growth is its 
regular gain in weight and height. Monitoring will not assure growth by itself but it will 
alert the unwary mother to act in time to arrest and reverse growth faltering. It is an 
elementary function of the community health system to make growth measurement 
possible for children; but once again there is no way of ensuring that the facility will be 
used, except by informing mothers. 

The best protection against six of the most dangerous diseases of childhood is 
Complete immunization during the first year of life. There is no technological or 
financial reason for a country not to achieve universal immunization within the next 
few years, irrespective of the status of the current coverage. A critical factor in 
increasing this coverage is popular demand for immunization. The lack ofit is obvious. 
In providing funds, supplying vaccines and organizing services, the present subdued 
levels of demand (rather than the level required to break the chain of disease 
transmission) form the basis. The demand for immunization will rise only if the poor 
are informed enough to appreciate its value and insist on its delivery. 

Let us look at one more glaring example of how ignorance harms children. Some 4.6 
million children, mostly in developing countries, die unnecessarily each year from 
diarrhoea-induced dehydration. A quarter of these deaths occur in India. The best 
treatment for a child at risk of dehydration is oral rehydration therapy, which is within 
the means of all families, as experience in Bangladesh and India shows. It is within 
the capacity of even an illiterate mother to prepare and give to her child in her 
home. 

These and similar protective priorities in child health hold together, support each 
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other in nutritional improvement. Indeed mother’s milk and oral rehydratior are 
themselves major answers to malnutrition. 

Lessons in programming: All the measures that we have spoken about, and more, are 
part of CINI’s continuing programme. Its core concept is to strengthen the knowledge 
of the mother and her capacity to make a contribution to family health and income. 
Another word for this process is training—training for directly promoting health as 
well as for influencing the social and environmental reality that determines health. 
Functional education of mothers and mothers-to-be is the key to safeguard child 
health. An interesting aspect of this approach is that it illumines the way for social 
change without waiting for it to come. This is the creative interface between health and 
development. In poor communities where basic services for children including the 
sources of nutrition, have been established, infant mortality rates have come down, the 
motivation for more births to insure against likely deaths has weakened, communic- 
able diseases have been controlled, levels of literacy have risen. In short, the hold of 
poverty itself has been weakened. 

It is a function of UNICEF to encourage initiatives in this direction and to disseminate 
the knowledge of'successtiul examples in India and in other countries. To multiply these 
breakthroughs on a national scale is a developmental challenge which remains to be 
met, It can be met only by the people, with strong support from government. However 
the process of transition from impoverishment to health and development has to be 
mediated by voluntary organizations with necessary capacity and commitment. 

For example, the communities served by CINI have demonstrated how child health 
can be protected. By direct contact with CINI, more and more mothers are becoming 
aware of the means to health. A number of them have grouped themselves into Mahila 
Mandals enjoying a prominent and powerful presence in the community on behalf of 
children. CINI has trained a large number of health-and-development workers who go 
out to live and work with poor communities. And as a trainer of trainees, CINI’s 
influence has a ripple effect far beyond its neighbourhood. CINI has helped 
perceptions and practices to outgrow narrow unisectoral concepts of health and 
nutrition. Finally, and because of these dimensions of its work, CINI has promoted an 
authentic quality of community development. 

It is natural for UNICEF to look towards voluntary agencies as a major channel of 
advocacy for children, and as a strong influence on public opinion on behalf of 
children. In our view voluntary agencies have a rather unique functional capacity to 
bridge the traditional gap between the power of government and the potential of 
people. To the extent these are joined, health and development come easier. 


3.18 Working with the community 


E? join the Rotarians in the common quest of a community in which no 
child or adult suffers from want, is an opportunity which we in UNICEF would 
not like to miss. It will be our endeavour to persuade you that this perennial aspiration 
is attainable in our time. 
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We have had occasion to enquire of usually well-informed sources what they thought 
was the biggest threat,today that people faced in common. You may guess the replies: 
— the extinction of the human race and of all life on this planet as a result of a nuclear 
holocaust; 
— the ecological disaster due to the steady degradation of the natural environment 
upon which an increasing population depends for life; 
— the spread of degenerative and psychological diseases, almost on an epidemic scale; 
— the diminishing economic base of life due to depletion of energy sources, inflation, 
under-employment and unemployment. 

All these are real. Each of them has a serious and obvious import for our and our 
children’s future. But our discussion today focuses on another, and no less important 
challenge facing us all. This is the daily depletion and degradation of the human 
resource in quality and quantity. Your decision to translate your concern over this 
human problem into community action for health, nutrition and education is not only 
welcome but is also likely to succeed. For the first time in history, there is a distinct 
possibility of achieving universal access to essential food, primary health and basic 
education. We have the means, if we can summon the will to turn a possibility into 
reality. These means are provided by the unprecedented availability of simple but 
relevant technologies, combined with a variety of effective channels of social 
communication and, more importantly increasing awareness of people in poverty of 
the possibility of changing their condition. Government's role in this process is clear, 
but the involvement of all channels of support and service is called for. For its part the 
Rotary has a unique opportunity to participate in their own way in social action. It is in 
this perspective that we shall try to identify certain basic principles of working with the 
community, some practical strategies that may be useful in such work and a few 
priorities in terms of time and the urgency of needs within the community. 

The background: Before we discuss principles, strategies and priorities of working 
with the community, let us make a couple of preliminary observations. Our motive for 
promoting basic services in communities which lack them is altruistic and related to 
our sense of what is right. However there are other reasons which should motivate all 
of us. The poor already outnumber the non-poor and are, at present pace, set to 
increase their proportion. If they are not enabled to feed themselves and be educated 
and healthy, the consequences for the shrinking non-poor minority would be extremely 
grave—for, an island of well-being can no longer be sustained in the midst of 
privation. 

Our second observation is that the present situation, however bad, need not spell 
gloom. We are not only anticipating the use of new technologies and social systems for 
applying them, but also recalling the substantial, though insufficient, progress already 
registered in terms of social indicators. The credit for this must go partly to govern- 
ment policies and structures and partly to the excellent examples of dedicated 
effort by voluntary workers in isolated pockets scattered through this part of 
the world. 

We would in this connection mention, in relation to India, some indices of progress 
in recent years. For example, the infant mortality rate has come down from 140 in 1975 
to 126 in 1978 and, according to the latest official computation to 114 in 1980. In this 
light the goal of 60 or less by the turn of the century is not impossible. Similarly, the 
literacy rate has risen, however slowly, from over 29 per cent in 1971 to more than 36 
per cent in 1981. Female literacy is still unacceptably low at less than 25 per cent, but 
this is some achievement compared to less than 8 per cent in 1951 and less than one per 
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cent in 1901. That this pace can be quickened in our own time is clear from the case of 
Kerala where female literacy rate is 65 per cent. 

As we shall explain a little later, immunization of all children in the first year against 
the six common diseases is a social priority. The present coverage in India is insufficient 
to break the chain of disease transmission, but what is significant is the positive trend 
sharply reflected in the past two years. To give another example, there were, in 1980 
over 230,000 villages without access to safe drinking water. In the three subsequent 
years more than 98,000 villages have been provided with some clean drinking water. If 
all those in and outside government who have a contribution to make to this process of 
change, try hard enough, the national goals set for this decade and the next can be 
achieved. We would suggest that your plans for community level work be seen against 
this background of necessary ambition and realistic hope. 

Some principles: We would propose that the first principle of community work is 
that development begins with children. This is only beginning to be accepted by 
development planners, but is widely acted upon by successful voluntary workers. All 
too often, our concern for children seldom extends beyond our own family. Our plea is 
that we should develop an umbrella of social concern and action that will shelter all 
children. 

The two decades of development may not have produced results enough to subdue 
the rate of population growth, yet their yield is significant in that the consequences of 
poverty have been successfully contained in particular geographic areas. Such changes 
have occurred dramatically in relation to children and ahead of basic changes in the 
social-economic structures; which too are bound to become more equitable once the 
grip of poverty loosens. If we look closely at this positive experience, it is seen that the 
traditional concept of welfare (providing material assistance to people in distress) has 
to give way to the more dynamic concept of development. Four elements can be 
identified in this process: growth, well-being, equity and participation. All of these must 
guide any worthwhile work with the community. 

Another aspect relevant to our aim is the preventive principle. The poor cannot 
afford to fall ill, to get treated, only to fall ill again. Curative health services developed 
for the well-to-do are largely inappropriate to the poor. The preventive approach saves 
not only health but also time, money and agony. 

Community work must concentrate fairly precisely on pockets of poverty and 
ignorance rather than be diffused over a wide range of good things to do. 

And in a climate of scarce public resources, there is no alternative to enhancing the 
capacity of the family to feed itself—albeit through modest incomes generated from 
skills acquired and applied by women as well as men. This process will take time and, in 
the meanwhile, it is necessary for the State and voluntary groups to intervene in the 
market on behalf of those without the power to enter it. Food or other subsidies are to 
be seen in this perspective as public or social support to the development process, 
rather than as gestures unconnected with it. 

Among the principles that might guide community work, we might add that help 
must first go to the neediest; that only group action can neutralize one another’s 
limitations; that the use of local resources prominently implies the use of local ideas. 
No two situations are alike, which means that whatever the approach, it must allow for 
local variations to meet actual needs. 

Development promoters or agents have to remember that the lead role belongs to the 
people, not to themselves. When it comes to development of children, the lead role goes 
to mothers and fathers. We can draw a useful lesson from the memorable words of 
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Mahatma Gandhi: “There go my people, and I must follow, for I am their leader.” 

A strategy: We in UNICEF have tried to reflect these principles into a strategy for 
action which I would commend for your consideration. We call it the “Basic Services 
Strategy.” Its salient points are relévant to our discussion. 

Priorities: Earlier, we drew attention to the socially unacceptable condition of a 
large segment of the population. And we noted that it is within our means to brighten 
them. In this task, certain priorities are necessarily established, within the “basic 
services stragety.” These are dictated by the specific conditions presently obtaining in 
the country. For exampple, anaemia and iodine deficiency, both of which are common, 
can be combated by the relatively simple, tried and tested method of fortifying 
common salt with iron and iodine. 

Certain other priorities follow from the numbers of children at risk; which, in turn, 
has been traced to the link between malnutrition and infection. In any community— 
rich or poor—the best food for an infant is its mother’s milk. Even malnourished 
mothers have a natural capacity to lactate. This is of course not to suggest that 

` nutrition for expectant and lactating mothers is less of a priority. What is needed is to 
ensure—through regulatory, educational and supportive means—that nothing 
comes in the way of a child’s natural right to its mother’s milk. 

Similarly, the most important single check on a child’s normal healthy growth is its 
regular gain in weight and height. It is not argued that monitoring will assure growth, 
but in its absence, neither mother nor health worker, may notice growth faltering in 
time to arrest and reverse it relatively easily. It is therefore an elementary function of 
any community health system to make growth measurement possible for children in 
addition to whatever else it may provide. 

Likewise, the best treatment for the thousands of children at daily risk of 
dehydration is the early administration of oral rehydration therapy. A mixture of salt 
and sugar in water in right proportions, it is within the means of all families, as 
experience in Bangladesh and India shows. 

And, the best protection against six of the most dangerous diseases of childhood is 
complete immunization during the first year of life. About a million children succumb 
to these diseases each year in India. 

There is no technological or financial reason for any country not to achieve universal 
immunization within the next few years, irrespective of the status of current coverage. 
These and similar protective priorities in child health hold together, promote each 
other and support nutritional improvement. Indeed, mother’s milk and oral rehydr- 
ation are themselves major answers to malnutrition. 

We now come to the question of what Rotarians can do for children in the context 
described. In making a few suggestions we keep in mind the multi-disciplinary talent 
that the Rotary brings to bear on the community; for development of children 
demands a multi-disciplinary approach. We are also aware of the tremendous capacity 
you collectively enjoy to influence decision making in a plural society—by virtue of the 
different and distinguished positions you hold as individuals. 

To mention a few of the many possibilities, the Rotary could take an interest in and 
actively participate in the government-sponsored ICDS (Integrated Child Develop- 
ment Services) which are fanning out into all parts of the country and will soon be 
covering a fifth of the 5000 odd development blocks in India. Modalities of such 

involvement can be worked out but, depending on the circumstances, it could cover 
funding, training support or mobilizing of resources. You will agree that a direct 
channelling of resources will be more cost-effective than paying taxes to pay for ICDS. 
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For the priorities we mentioned earlier and for establishing the basic services into 
which they fit, ICDS provides an excellent opportunity and framework. 

Practices: There are other, concurrent ways of promoting these priorities. In your 
own organization—be it an office or factory or whatever: how well are the children of 
the employees protected against malnutrition and infection? Are all of them 
immunized? What can be done to ensure that babies receive the full potential of their 
mother’s milk? Is their growth monitored regularly? How can you ensure that all the 
employees, and their families are protected against deficiencies of iron, iodine and 
other essential nutrients thereby enhancing their productivity as well as health. There is 
no training in community work like the experience of working with your immediate 
neighbourhood. 

UNICEF would be delighted to share with you technical and experiential literature 
on most of the points we have stressed. We can share with you reports on successful 
examples of work at the community level, many of which appear in Future: the 
development journal UNICEF publishes with focus on the children of South Asia. We 
would be happy to assist in other ways we can. n 

Would it be a tall order to expect the relatively simple child health priorities to be put 
into practice? Not if governments decide to use the opportunity offered by a set of 
propitious circumstances: the steady spread of literacy including literacy among 
women; ready availability of simple technologies; and finally the unfolding means of 
communication for disseminating relevant knowledge. In fact, governments are giving 
increasing attention to hitherto neglected aspects of community well-being. For 
example, one of the States of India has budgeted over Rs. 20 million for rural 
sanitation, compared to practically nothing in previous years. Public investments in 
the social sector are increasing. The present task is to maintain this tempo, mobilize all 
channels of resources, and to ensure that the investments yield intended and timely 
results. This is the hopeful context in which the media, religious institutions, public and 
private enterprizes, the health and related professions, and voluntary organizations 
like the Rotary, will be well-advised to regard child health priorities as social priorities 
and do what they can to open for the poor this unprecedented opportunity for self 
development. 


3.19 Children in rural development 


te has an abiding interest in accelerating rural development, for 

some simple reasons: 

~ the majority of children, and therefore the majority of children in need, live, or 
struggle to live, in villages; 

~ second, the child cannot be developed as an individual independent of the family 
and of the wider context of the social environment provided by the community; and 

~ third, basic services for children, like nutrition, water, health care, sanitation and 
mental stimulation cannot be sustained except in a community on the move: 
towards increasing rural employment; higher productivity of small farmers and 
other rural workers; full participation of all the rural people in the development 
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process; equitable distribution of the benefits of development; and meeting the basic 
material and non-material needs of the poor. All of these are integral to any vision 
of rural development. 

With these preliminary remarks, we would like to focus on that facet of rural 
development which relates to children. We shall attempt to do this by raising certain 
child-related issues fundamental to our common future; and by trying to suggest how 
these may be resolved through a programmatic consensus for action. 

It is inexplicable that adult men do not take children seriously enough. The evidence 
of this irony is the fact that the young child has hardly ever been a concern of 
development planning in developing countries. School-age children, (a good number 
of them at any rate), figure on the planners’ horizon as a potential resource, a future 
factor of production. And, besides there is the political pressure for more schools and 
teachers. 

The neglected age: Even in a growth-oriented development strategy, the child below 
six years suffers relative neglect. If equity were a central aim of development, the need 
to enrich the present life of the young child, would have been a major concern. In which 
case, human resource development would have received attention as a universal goal, 
helping in turn the aim of growth itself. In such a view there is no dichotomy between 
economic and social development. This indeed is the lesson learned the hard way over 
two decades or more, and incorporated in the “international development strategy for 
the third UN development decade.” Equitable growth implies that social and 
economic development pull together in support of the human being. There is no stage 
in life when such support is more needed and more useful than in early childhood. 

What is happening today to young children? In many developing societies, a large 
number of them, may be a third or more, are born with less than the minimum weight 
(of 2500 grams) that would permit them to develop steadily. A sizable number of them, 
one or more in ten, die within the first twelve months, a large proportion of these in the 
first few days. Not all those who survive are in health. Under-nutrition and infection 
are so widespread that, in this part of the world, about half the children below six years, 
as well as pregnant mothers, are assessed to be anaemic, from iron deficiency. In one of 
the districts of the Gangetic belt, usually considered a fertile tract, four per cent of all 
newborns are cretins, due to hypothyroidizm traceable to environmental iodine 
deficiency. Anywhere between 150 and 200 million people in India are exposed to this 
disease, the consequences of which range from lethargy and low productivity on the 
one hand to mental retardation and cretinism on the other. This problem extends 
“beyond India to Nepal, Bhutan and to one degree or another to other Asian countries. 

To give another instance of the current situation, some 1.5 million children die in 
India every year as a consequence of an easily curable, common childhood episode like 
diarrhoea. Another quarter of a million lose out in the struggle against measles 
complicated by pre-existing malnourishment. The upshot of these and similar 
conditions of child life in a country like India, is that of the 23 million children born in 
1983, only a seventh stood a fair chance of healthy development. The situation is all too 
similar in many countries represented here, only the numbers change, hardly ever the 
percentage. 

The purpose of narrating this story is to remind ourselves that its scene of occurrence 
is mainly the rural interior. When you fan out into the countryside, you may be visiting 
those areas where something is being done about the situation, and done with hopeful 
success, and therefore you may not realize the gravity of the daily depletion and 
degradation of the young human resource. 
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Imbalance in development: What is the trend like and is the present condition likely 
soon to get better? If we take India, which is in many ways a world in itself, and also 
typical of the developing world, it is where it is today, after three decades of impressive 
economic advance and perceptible social progress. The strides on the economic front 
are naturally better noticed: near self-sufficiency in foodgrain production, tenth rank in 
industrial prowess, fourth in scientific manpower, and so on. In fairness, we must also 
note the appreciable progress, over the past three decades, in the reduction of infant 
mortality as well as the overall death rate, and the increase in life expectancy and 
literacy. The task at this point of time, is to sustain and strengthen these reasons for 
guarded optimizm. Clearly, social indicators, have not yet so improved as to indicate a 
dramatic drop in the birth rate or a socially significant change in the national 
nutritional status. There are in fact a number of apparent sub-national contradictions 
like material prosperity co-existing with relatively high infant mortality and female 
illiteracy. No less incongruous is the low level of infant mortality and female illiteracy 
in Kerala accompanied by the generally depressed nutritional profile of the population 
as a whole. 

Whichever way we look at the presentjuncture in any country an autonomous trend 
towards “better living” is difficult to see. More so in a context of global recession and 
unemployment, environmental degradation and armaments. It is precisely this 
challenge that we in UNICEF would propose being turned into an opportunity. In the 
remaining time before us, we shall try to outline how the community, at the local, 
national and global levels, may go about this task. 

Turning crisis into opportunity: No two villages or villagers, are alike and we refrain 
from presenting a common panacea for poverty. Rather, we would like to map a way to 
development despite present privation. 

This approach, as we shall try to show, should weaken the hold of poverty and in 
time get the better of it—as shown by brave examples scattered in the countryside of 
nearly all developing countries. Happily, the principles of rural development which 
have been distilled from experience (both positive and negative) square with the 
priorities of child health and development in poor communities. It is our hope that in 
all the programmes that you will be promoting, there will be an increasing interlocking 
of these principles and priorities, to the advantage of development in general and 
children in particular. 

Current literature is, as we know, replete with inferences as to the main aims of 
development. These can be identified as growth, well-being, equity and participation. 
These are often confused with programme components. Rather, they are the criteria by 
which programme design and outcome are to be judged. Those programmes succeed 
which combine these aims (as indeed they do, given an opportunity). 

Meanings of “integration”: Integration is a term frequently figuring as a pre-fix to 
rural development. This could mean one or more of many things: the bringing together 
of various programme components, of different programmes, of horizontal and 
vertical processes, of different organizations, of government and non-government 
agencies, of people and their environment. We would like to touch one aspect of it— 
the implanting of practical ideas on social priorities into each of a wide variety of rural 
development programmes. Consider, for example, the planning, construction and 
maintenance of an irrigation project. Integral to the project design and execution, can 
we appraise its impact on children and turn it to the advantage of their health and 
development? A way to begin this process is to start with the children of all those 
working for the project: What are the nutritional and health care facilities available to 
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pregnant and lactating mothers? How practical is it for children to be breastfed, 
properly weaned and fully immunized? Can there be a provision for supplementary 
nutrition, not only,in calories and proteins, but also of iron-fortified food, vitamin A, 
iodized salt and other needed sources of micro-nutrients? How do we measure how well 
and fast the children grow? Do we ensure that all children and women have access to 
learning opportunities relevant to their lives, presently and in the future? Can we 
promote income-generating activities for women? And on the basis of this cluster of 
measures, and the employment avenues available directly or indirectly through the 
project, can we also promote the acceptance of birth spacing? This way we would have 
laid the foundations of child health and development in and around an irrigation 
project. And this nucleus could be built upon to reach children and their families in 
more villages in the neighbourhood. 

Programmes specifically for the development of children do not escape the logic of 
“integration.” Those programmes that incorporate all of the elements that answer the 
needs of survival, protection and development of young children at risk, generally meet 
with success. The basic needs of children are known: nutrition during pregnancy and 
after birth, safe water and a clean environment, primary health care and early learning 
opportunities. We have tried to interpret the concept of convergent services, even as we 
co-operate with agencies in and outside government. The convergence is not a final 
consummation but a coming together of the various services from the earliest stages of, 
and through the development process. At the level of the community, the nutritionist, 
the health worker, the sanitarian, the water-supply technician, the pre-school teacher 
and child development worker have to learn to work together. This has several 
implications: They need to be trained not only in techniques but even more strongly in 
their attitudes. They need to be exposed to one another’s aims and disciplines. And 
finally, when there is only one multipurpose worker within the community, she or he 
will have to imbibe the basics of all the basic services. 

It is our understanding that services of this kind for a community cannot be 
generated from outside on a viable basis. They can be established and maintained 
durably and on the required scale only if the community wills to have, and works to 
keep going, these mutually supportive services. We have explained the implications of 
the strategy as often as the opportunity. 

Earlier, we drew attention to the socially unacceptable condition of a large segment 
of the population. And we noted that it is within our means to brighten them. In this 
task, certain priorities are necessarily established, within the “basic services strategy.” 
These are dictated by the specific conditions presently obtaining in the country. For 
example, anaemia and iodine deficiency, both of which are common, can be combated 
by the relatively simple, tried and tested method of fortifying common salt with iron 
and iodine. 

Areas awaiting action: Certain other priorities follow from the numbers of children 
at risk; which, in turn, has been traced to the link between malnutrition and infection. 
In any community—rich or poor—the best food for an infant is its mother’s milk. 
Even malnourished mothers have a natural capacity to lactate. This is of course not to 
suggest that nutrition for expectant and lactating mothers is less of a priority. What is 
needed is to ensure—through regulatory, educational and supportive means—that 
nothing comes in the way of a child’s natural right to its mother’s milk. Similarly, the 
most important single check on a child’s normal healthy growth is its regular gain in 
weight and height. It is not argued that monitoring will assure growth, but in its 
absence, neither mother nor health worker, may notice growth faltering in time to 
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arrest and reverse it relatively easily. It is therefore an elementary function of any 
community health system to make growth measurement possible for children in 
addition to whatever else it may provide. Likewise, the best treatment for the 
thousands of children at daily risk of dehydration is the early administration of oral 
rehydration therapy. A mixture of salt and sugar in water in right proportions, it is 
within the means of all families, as experience in Bangladesh and India shows. And, the 
best protection against six of the most dangerous diseases of childhood is complete 
immunization during the first year or life. About a million children succumb to these 
diseases each year in India. There is no technological or financial reason for a country 
not to achieve universal immunization within the next few years, irrespective of the 
status of current coverage. These and similar protective priorities in child health hold 
together, promote each other and support nutritional improvement. Indeed, mother’s 
milk and oral rehydration are themselves major answers to malnutrition. 

We also linked the relative neglect of the young child to the lack of equity in 
development. This applies to comparable extent, to women. We are not suggesting that 
women could develop in isolation from the family and community, any more 
than children. In fact the concern for children is congruous with that for mothers and 
mothers-to-be. For example, experience suggests that a relatively high proportion of 
literate women is an important factor in relatively low infant mortality. This is the 
background in which the needs of rural women in maternal health and nutrition, 
functional education, skills training and addition to the family income are increasingly 
elements of programmes of UNICEF cooperation in many countries. Our focus falls 
on simple and inexpensive but technically sound and socially relevant approaches. We 
mention some of the typical among them: 

- appropriate technology to lighten the daily labour; 

~ better ways of managing existing resources; 

~ increasing use of local low-cost sources of nutritive food for infants during the 
weaning phase as well as for normal adult consumption; 

~ breastfeeding of infants for as long as possible; this costs nothing and is within the 
physical capacity of mothers from poor families, 

~ preventive health care which is simple enough for illiterate women to learn but saves 
money, time and trouble for the family and the government. 

~ safe drinking water and cleaner personal, home and village environment come in 
the same category of conserving health and saving expense in money and energy; 

~ community development of fuel lots in the neighbourhood so that the daily search 
for, and cost of, cooking fuel are cut down; 

— pre-school and child-care centres release the mother for productive, part-time 
employment while assisting in the child’s own development and preparation for life; 

- finally, birth-spacing and family planning help to conserve the resources available 
to a family and optimize their use. 

Before concluding, we would like to share a couple of observations which perhaps 
coincide with your own development experience. 

First, the poor are entitled to the strongest support from the resources of the 
government. Presently these do not always reach them, even when governments are 
willing. It is for voluntary organizations to play a crucial bridge-building role. The 
more voluntary bodies co-operate with the government agencies, and among 
themselves, the better it would be for the rural poor. 

Another aspect is the paramount importance of village level workers. It is their 
competence and commitment which will make the difference in rural development. 
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They have to come from among the members of the community, rather than from the 
staff of the government or of the voluntary agencies. Their social background, training, 
functions and conditions of work need to be determined in a manner that accord fully 
with the concept and values of rural development. 

Dynamic of development: A third aspect is the question of leadership in the 
development process. In this third Development Decade, we have to allow the people 
to take the stage. The lead role in rural reconstruction has to be restored to the villager. 
And that in child development to the mother. The government administrator, the fund 
provider, the professional consultant, the development facilitator and the community 
worker must play a supportive role, not a dominant one. 

We are yet to get used to this imperative of development. This is not surprising, 
because the urge for rural development is a historical response to feudal and colonial 
exploitation, followed by imitative industrialization and unbridled growth of the city 
and town at the expense of the village and its wealth—all of which relegated the rural 
people to the margins of life. 

Given this background, how realistic is it to expect poor, unlettered people to play 
the lead role in their own development? The answer is offered by the promise of 
collective self-reliance. By pooling their insights, abilities and resources, the group is 
able to neutralize the limitations and overcome the helplessness of its individual 
members, For us, the non-rural non-poor, the time has come to believe in the power of 
the group as the dynamic of development. 


3.20 Programming direction and pace 


i RS this part of the world, we constantly remind ourselves that UNICEF can 

make an impact on the lives of children in two ways: 

— advocate that certain steps on behalf of children are feasible to be taken here and 
now despite prevailing poverty; 

— secondly, extend appropriate support to what government departments and non- 
government agencies may decide as feasible and necessary to do; and work together 
with them as steadfast but junior partners through success and set-backs and 
renewed effort. 

These two dimensions of UNICEF work coexist, and mutually reinforce. 

We mention this pattern of co-operation to convey how we have broadly succeeded 
in all the countries of the Region in breaking new ground in respect of child survival 
issues like maternal nutrition; pre-natal care; immunization; breastfeeding and proper 
weaning: prevention of death from diarrhoeal dehydration; social response to 
deficiencies of iron, iodine and vitamin A; and, in conjunction with all these, regular 
access to a simple tool of nutritional surveillance like growth measurement. 

The interventions for child survival can be promoted only through systems 
supportive of child development in fields like nutrition, health care, family planning, 
preschool, primary and functional education and communication. These infrastruc- 
tures exist Substantially in the different geographical areas of the Region. The relevant 
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coverage and quality of the services offered by them may be uneven—which is, of 
course, a matter of abiding concern in the context of the ongoing country programmes 
of co-operation. 

Hopeful trends: Perhaps the most important development of 1983 was the ac- 
ceptance by all the governments in the Region that development of children cannot be 
the province or preserve of one or two ministries, professions or centralized 
organizations. We are glad that this perception is steadily leading to: 

~ broad spectrum public policies in support of children, cutting across conventional 
sectors; 

— an important place for children in national development planning, with priority for 
their development slowly rising to what is deserved; 

— co-ordination at the highest political level of necessarily decentralized development 
activities on behalf of children. 

Our ambition in the Region is to achieve a dynamic fusion of the child survival 
priorities, the concept of primary health care which is in transition to practice, the 
slowly expanding cluster of basic services and the generally accepted long-term aims of 
development. This way child development will be better assured beyond survival; and 
UNICEF will have found more allies than ever before. This is precisely the attempt of 
the country programming exercise for India 1985-89. 

Room for advocacy: We would like to take this opportunity to share a view of the 
scope of, and attempts at, advocacy—more so because ‘communication,’ as a 
resource of development, is likely to be one of the highlights of co-operation in the 
coming years in India and in the other countries. 

The communication infrastructure in India is one of the largest in the world—even 
at a low literacy rate of 36 per cent. The newspaper circulation is over 50 million in 16 
major languages (and 68 other languages and dialects); the radio reaches some 250 
million listeners; the television has an audience of more than 20 million, Some 70 
million people see films each week. 

Theoretically, this network can be used to trigger the urge for self-development of 
some 600,000 villages. It can be made to nourish traditional forms of interpersonal 
communications supportive of the quality of life in the villages. 

We have crossed the threshold of this possibility. We have begun to use each of the 
available channels to focus on child health issues. And we mean to expand this 
involvement in quantity and variety of both media and message. 

This is not to say that we have yet reached the communities in village or slum—much 
less put communication to participatory use by them. But we are preparing the way for 
that with the help of both government and non-government channels. 

Recently, the Government of India approved a Code of Marketing of Breastmilk 
Substitutes on the lines of the WHO/UNICEF Code. This is a strategic gain for the 
Region, where Afghanistan and Sri Lanka adopted national codes a little earlier. The 
pathfinding recommendations of the national workshop on weaning foods in July 
1983 have also received the endorsement of the Government of India. These comprise 
a variety of complementary approaches: support to adapting family diet to suit the 
weaning stage; ready-to-eat and ready-to-mix food distribution; fortified flour through 
public distribution systems; involvement of women’s groups in weaning food 
production; establishment of plants at district and block levels and educational effort 
across the social spectrum. 

Based on these two policy planks for sound infant feeding practices, we have 
mounted a massive effort at public information at the community and national levels, 
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at professional information through professional channels and at reshaping teaching 
and training content from primary schools to medical colleges, from women’s groups 
to agricultural universities. It is possible to report that the first round of the battle 
against bottlefeeding has been won, and the struggle against faulty weaning practices 
has well and truly begun. 

Progress on the ground: Governments in the Region had never doubted the need and 
urgency of universal immunization. Indeed, they have had programmes in its pursuit. 
The recent development is that they have shown renewed confidence in their capacity 
to achieve it in the measurable future. We believe that UNICEF has contributed in 
some measure to this new perception. For example, lately UNICEF has been 
intimately involved in achieving practically universal coverage in respect of DPT, polio 
and BCG in three areas of India with widely differing natural characteristics and 
resources: Bidar, where the existing health infrastructure was upgraded for the purpose: 
Devas, where the weak public health system was reinforced by mobilizing the resources 
of the State administration as well as the local community; and suburban De/hi where 
the institutional base of the Integrated Child Development Services (ICDS) scheme 
was reoriented to achieve full coverage. These experiences have been analyzed and 
documented in a booklet titled: Immunizing more children. 

We believe universal immunization on a national scale is feasible in the remaining 
years of this decade. The infrastructure for a national programme of immunization 
already exists. India has gone universal in limited areas and these provide a 
springboard for going both universal and national. The Ministry of Health is showing 
unprecedented keenness in achieving this goal, which they themselves had set for 1990. 
For the first time other ministries in the government are taking an interest in what they 
can do in their own spheres of influence. It is likely that a top level inter-ministerial 
group may be involved in the programme. This would be welcome in that 
complementary approaches, alternative techniques and state and district programmes 
could coexist for achieving a common aim. The Bellagio Conference in March 1984 
reaffirms the UNICEF perception that neither finance nor technological support 
would be found wanting if the governments take the initiative and play their major and 
decisive part. 

As reported, the immunization coverage in Sri Lanka is the highest in the Region and 
the incidence of immunizable diseases in the country has declined. Moving to scale in 
immunization as well as in the other child survival priorities is very much in sight. 
Thereis a similar pattern at work in Nepal where a large number of organizations from 
outside the country, including UN agencies, are co-operating with the government in 
breaking the barrier in the way of universal immunization. We are also glad that the 
joint nutrition support programme in the country has finally begun. 

What we have said about immunization is as true in respect of diarrhoeal 
management. The idea of oral rehydration with ORS packets or home solutions has 
been accepted by all the governments, in the face of an annual toll of 1.5 million child 
lives in the Region—taken by this entirely manageable simple, common childhood 
infection. But the ground so far covered is insufficient. Some 9 million packets being 
annually produced, a part of it distributed through government channels including 
village health guides, are too few. Most private health professionals accept ORT more 
in theory than in practice. And the message of self-reliant home-based diarrhoea 
management is yet to reach the millions of helpless mothers, The picture today is 
certainly more hopeful than a year ago, but once again the pace of advance can be set 
only by governments, but we are on our way. 
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The threats to child survival are contained in a complex of factors embedded in the 
past of the countries of the Region. For the same reason a reduction in the infant 
mortality rate will be the result of a mix of favourable factors, of which the priorities 
proposed by UNICEF are the most important and immediate. The impact of what is 
being done will take time to show. But the trend is clear whether it is India where infant 
mortality has come down from 129 in 1970 to an estimated 114 in 1980, or Nepal where 
the figures are 260 for 1970 and 150 for 1982. 

It isin the light of such trends that the countries in the Region have begun to envision 
the chances of survival and development of a child born at the beginning of the 21st 
century as twice as better than today. This is no empty dream, if the governments and 
the rest of us are prepared to pay the price to make it come true. 

In Bhutan: A word about our cooperation in Bhutan. It relates to a spectrum of co- 
operation between the Royal Government and UNICEF across the fields of water and 
sanitation, primary health care, nutrition and school education. In each of these, the 
King takes a close and personal interest, which is a guarantee that the resources will be 
absorbed and applied to good effect. The planning and implementation of these 
projects are already decentralized to the district level. There is no shortage of self- 
reliance among the people of Bhutan but there is a shortage of trained manpower as 
well as basic services for children. 

Development can be seen to be happening in Bhutan. In spite of the handicap of 
widely scattered habitations and the disability imposed by massive nutritional 
deficiencies like iodine, the natural environment is still intact. UNICEF provides a 
neutral and acceptable access to development assistance for this small land-locked, 
least developed and seriously affected country. 

Our recent programme of co-operation against iodine deficiency diseases is an 
excellent example of what is possible in Bhutan. A UNICEF sponsored study in early 
1983 revealed an appalling goitre rate of 60 per cent for the whole population. A plan of 
action has since begun, including supplies, equipment, expertise and a tested public 
awareness-building scheme in support of the aim of using iodinated salt exclusively and 
throughout the country. It is reasonable to expect that the scourge of iodine deficiency 
disorders will be rooted out of-Bhutan in ten to fifteen years. 


3.21 Helping mothers to help children 


Was of the child-bearing age and children make up about: two-thirds 
of the population of the developing world. It has been shown that the majority of 
their illnesses and those of children in particular, can be prevented by some forethought 
and timely action in the family, with such help from the community as necessary. Of the 
remaining illnesses, most can be treated by a health worker, by whatever name she is 
designated—midwife, nurse, health worker or auxiliary nurse midwife. These 
inferences are borne out by rural experience as well as general observation. 

It is also commonly conceded that in any aspect of health technology, health care of 
the necessary quality can be achieved with a minimum of conventional technology. For 
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example, para-medical workers in Bangladesh do tubectomies, and in Tanzania they 
handle caesarian deliveries. 

It is only appropriate that the health problems of women and children are attended 
to by women health workers. One of the many reasons why women have smaller access 
than men to health systems in many developing countries, is that too many are manned 
by men, particularly in the villages. There the untrained traditional birth attendant 
does an impossible job by acting as the rural obstetrician, with mixed consequences of 
which we are only vaguely aware. From whatever angle we look at the role of the 
female health worker, whether in terms of the population served, or illnesses 
prevented, or diseases treated, it is seen that the female health worker is the backbone 
of community health in rural areas. 

It is another matter whether the female health worker is given an autonomous health 
assignment and derives creative satisfaction from her work. Most investigations of this 
aspect reveal a disturbing picture especially in relation to the primary tasks for which 
the female health worker is intended and trained. A WHO survey of auxiliary nurse 
midwives showed that 45 per cent of their time was spent on medical care, 40 per cent 
on travel, 5 per cent on paper work and only 10 per cent on jobs for which they were 
trained—namely mother and child health care, family planning and health and 
nutrition education. 

While the female health worker holds the key to community health, her professional 
potential has remained limited by the distortions of the health system within which she 
is called upon to function. 

A time of transition: The present is a time of transition, in concept if not yet in 
practice, from secondary medical care to primary health care. The symptoms of this 
struggle are as clear as the need for change. Every year some 125 million babies are 
born, butevery year 11 million infants die, almost all of them entirely unnecessarily. Of 
those who survive, there were 125 million children stunted by chronic malnutrition, 
and another 39 million wasted through acute malnutrition in the developing countries, 
as of 1980. Half of all women of child bearing age in developing countries—that is 
some 220 million—suffer from nutritional anaemia. About a fifth of all infants born in 
developing countries, some 17 million are born each year weighing less than 2500 
grams. About 5 million children under five in developing countries die each year from 
one or another of the six common but immunizable childhood diseases. And an equal 
number become disabled from the same causes, Less than a fifth of all children under 
five in developing countries are fully immunized against these six diseases. Two thirds 
of all children under five in developing countries—that is some 200 million—are 
without access to safe drinking water. Related to this cluster of causes is the annual 
toll of about 5 million children under five from the proximate cause of acute 
diarrhoea. 

A health system and a social order that tolerate a recurring tragedy on this scale 
deserve to be radically altered. It is in this sense that the professional role of the health 
phd extends beyond the conventional health sector to the dynamics of social 
change. 

For the present situation of children in the developing countries, which is 
unacceptable to the peoples and the governments, to the health profession and to the 
international community, there are, as you know deep-rooted structural causes as well 
as immediately remediable reasons. For reasons of time we shall confine ourselves to 
the latter, without discounting the relevance of the deeper social aspects. If we are able 
to mitigate the immediate causes of child suffering and ill health we will thereby be 
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contributing also to loosening the grip of factors related to poverty and inequity. We 
believe it is in this perception that the hope is sustained that some of the worst health 
aspects in the developing countries can be overcome in the remaining years of this 
century. 

We in UNICEF feel that the tasks set by the developing countries for themselves can 
be fulfilled if a joint effort is mounted by popular, professional and political forces. 
And a most important professional component in this epic effort has to come from the 
health profession. We shall delineate some of the specific directions in which we could 
move together—on the initiative of the health profession, and with government and 
international support and community involvement. 

There has been an improvement of the state of our knowledge about the distribution 
of child deaths, their causes, and generally the determinants of child health and 
survival. And we know that if health services facilitate a simple package of 
interventions, a significant number of infant lives can be saved and a basis found for 
their healthy development. The development process will, of course, bring into play a 
complex array of social, economic and behavioural factors—such as education, 
income, water supply and environmental sanitation. But the survival interventions, 
promoted in conformity with the principles of primary health care, will add to the 
developmental momentum. 

If we look closely at the infant mortality rates, we find that in several developing 
countries, more than half of all infant deaths occur in the first month. And around half 
of the deaths in the first month occur in the first week. We also know that among the 
more important causes of these deaths are low birth weight, neo-natal tetanus and 
birth injury, This set of misfortunes can be traced to maternal health and nutrition, to 
the number of children born and their spacing, to attendance at birth. The needed 
responses are so well-known that we need not recapitulate them. But they are 
promoted more by the health profession which remains in touch with mothers, than by 
the medical doctors who are accessible only to a few. 

The task ahead consists of increasing the number of women health workers, trained 
and equipped to be effective in their responsibilities. In several countries, the number of 
trained midwives and nurses are at best equal to that of doctors, setting a severe limit 
on the outreach of services. This imbalance has to be consciously corrected in such a 
way that health, medical and nutritional care and support during pregnancy, at birth 
and in the post-natal stage for a given population group, is fully provided by the female 
health worker. 

Child survival and birth interval: We would like at this stage to emphasize the links 
between child survival and birth interval. The foundations of family planning and 
therefore its success lie in maternal and child health. Studies show that more infants die 
if the preceding birth was less than two years away. And this risk to child survival.goes 
beyond the first year, and also beyond families in poverty and ignorance. 

Short birth interval affects the older child too, curtailing breastfeeding and maternal 
attention. Mortality, morbidity and malnutrition are found to be much higher among 
those taken off the breast ahead of time. The rates of infection are probably lower 
among children more widely spaced. Maternal depletion on account of short spacing is 
a likely explanation for low birthweight generally associated with higher order births 
beyond four or five. Infant mortality appears to increase with birth order. If all births 
were spaced at least two years apart, infant and child mortality would reduce 
significantly for this reason alone. 

The breathing space provided by birth spacing could’be used (by public services and 
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community support) to demonstrate to parents the truth that the health of both child 
and mother will be better for fewer and well-spaced births. This way, a change in 
parental perception may be brought about, to be the foundation for family planning. 
As in the case of birth spacing, maternal and child health is again perhaps the most 
powerful argument against pregnancy before the age of 20 or after the age of 35. It is 
for this reason that there would still be a compelling case for family planning, even if 
there were no national (or world) population problem. 

An obvious means readily available to bring down infant mortality and the 
damaging interaction in early childhood between malnutrition and infection, is to 
restore to the baby its right to the mother’s milk. A combination of regulatory 
measures to curb contrary forces and positive measures to enhance public awareness is 
called for. Consequent on the International Code of Marketing of Breastmilk 
Substitutes jointly proposed by WHO and UNICEF and adopted by the World Health 
Assembly over three years ago, a number of developing countries (and developed ones 
too) have implemented its clauses, to one extent or another. But the enactment of legal 
measures or the promulgation of codes of ethics will be successful only with the 
powerful backing from the health profession in all the countries which seek to 
implement them. And with their decisive support, the principles of the International 
Code can be implemented while awaiting a formal national code and its effective 
enforcement. 

Agreed principles: We welcome your agreeing to reaffirm your support in your daily 
practice the specific injunctions of the International Code. For example: 

— commencement of breastfeeding immediately after birth; 

- preventing separation of child from mother; 

— frequent on-demand breastfeeding; 

— discouraging bottlefeeding except on specific medical grounds; 

— use of contraceptive methods that do not interfere with breastfeeding; 
— mother’s milk even for babies unable to breastfeed; 

— speak out against false and misleading information; 

- support for change in hospital practices. 

Action must be taken, in parallel, to promote sound weaning practices, appropriate 
to low income communities. Children usually suffer a set-back in or around the fourth 
month, the time when the unmet need for more foods to complement the mother's milk 
manifests itself as decelerated growth. Moreover, it has been found that postponing the 
beginning of extra feeding is one of the most important causes of child malnutrition. In 
one country in South Asia about 40 per cent—or almost—of all infants are exclusively 
breast-fed at the age of one year. 

A series of steps are to be taken to assure sound infant feeding practices, in relation to 


teaching curricula from primary schools to nursing and medical colleges. A systematic — 


review of all maternal and child health programmes in the light of the International 
Code is necessary, indeed overdue. 

Let us touch on another ‘survival’ intervention. Vaccination is over a hundred years 
old in several developing countries. Yet the majority of children go without immunity 
to common diseases that often prove dangerous to the malnourished. The experience 
of UNICEF in many countries shows that universal coverage is feasible if a cluster of 
measures—organization, finance, technology, logistics and production—is taken care 
of. But all this cannot be sustained without a lead role by the health profession at its 
interface with mothers and children. What is inescapable is the development of a 
system with which each child has contact on a regular basis through the first year of life. 
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This alone assures that primary health care services extend beyond immunization. May 
we suggest that each constituent of the Confederation of Midwives assume a defined 
responsibility for ensuring that total immunization coverage is achieved in a given 
geographic area? For its part UNICEF dedicates its own resources to this aim, where 
the local initiative is forthcoming and needs support. 

From the figures we saw earlier, it is clear that the incidence of diarrhoea, 
dehydration and death is large, from the weaning stage onwards. While the interaction 
between chronic diarrhoea and chronic malnutrition may be the basic cause of most of 
such deaths, the necessary and critical first step in saving the lives is effective 
rehydration at the time and place where diarrhoea strikes, at the home. Oral 
rehydration provides dramatic results and needs to be promoted by the health 
profession, until the solution is in every home. 

We mentioned the need for developing a community based health system through 
which the interventions for child survival can regularly take place. It is only through 
the recurring contact of the mother with some representative of the health system that 
we can assure timely provision of preventive services such as immunization, family 
planning, early detection and proper response to illness. Or guide the mother 
successfully in the reallocation of the limited resources to ensure adequate diet to the 
growing child before the expensive, frustrating and often ineffective interventions for 
treatment of established malnutrition become necessary. This is where growth 
monitoring becomes a basic tool of primary health care. Whatever be the means 
employed in the growth monitoring activity, the test of its success is the steady 
involvement of the mother in watching over the growth, stagnation or faltering of the 
child, and responding in whatever manner possible. 

The process and practice of growth monitoring will throw up the need for immediate 
interventions, besides those we have noted; early home treatment of fever and for 
presumptive malaria in endemic areas, for example. Iodination of edible salt in iodine 
deficiency areas is another necessity. In mountainous communities, respiratory 
diseases are a larger killer than diarrhoea. Early home intervention with oral remedies 
to a child with fever, cough and difficult breathing can be an appropriate response. All 
this implies, first, the participation of the mother and acceptance of her as the critical 
health worker and second, continuing guidance to her on professionally sound lines. 
This involves the demystification of medical technology, which is a function of 
professional ethic. 

Gender discrimination: The profession of midwifery belongs, for all practical 
purposes, to women exclusively. This situation inevitably carries with it disadvantages 
in male-dominated societies but precisely because you are organized as a profession, 
you have also within you the power to correct the imbalances adverse to females from 
infancy, through school age to the reproductive years and beyond. Let us look at the 
varied nature of the situation in most developing countries, highly discriminatory to 
females, For example, compared to the male, mortality rate is generally higher for 
female infants, the literacy level is lower for girls as well as women, the female life 
expectancy is also lower, the health and nutritional status is worse, the death rate is 
higher partly due to very high maternal mortality rates, the population sex ratio is 
adverse, the food intake is lower, the access to health care is scarcer, employment 
opportunities and income levels are lower. We venture to suggest that it is both possible 
and necessary to expand the social dimension of your professional responsibili- 
ties to embrace the concerns common to women and therefore of consequence to 
children. 
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The health and survival of children already born can be promoted through birth 
spacing on the one hand, and on the other by meeting basic needs of the people in 
essential nutrition, basic education, primary health care, shelter and sanitation and to 
sustain all these, a social environment supportive of employment and equity. In this 
scheme the moving edge could be the child survival interventions, the relevance of 
some of which we have argued. In this design for moving towards primary health care, 
role of midwives is certainly not less important than that of medical doctors, for the 
simple reason that they can reach where the latter cannot. Health care has to move 
from hospitals to homes and you represent the personnel trained to underwrite this 
movement. 

Avenues of action: UNICEF is pleased—and we will widely report—that this 
International Congress recognizes: 

— the continued and massive danger and damage to child health in the developing 

countries; 

— the opportunity offered by health, medical and allied sciences through appropriate 

answers to meet this threat; and 

— the social compulsions for change to the present unacceptable condition of millions 

of children. 

We are proud to be associated with you as you put your full weight on the side of:- 

— breastfeeding and proper weaning; 

— oral rehydration therapy for diarrhoea; 

— immunization of all children during the first year against the six common childhood 

diseases; 

— regular monitoring and promotion of child growth; and 

— adequate interventions against massive deficiencies like in iron, iodine and 

vitamin A. 

We would request the Congress to call upon the constituent members of the 
International Confederation of Midwives, and all colleagues in the profession, to 
support the objectives of these programmes in their practices and through their public 
activities, with a view to reducing the avoidably high rate of infant mortality and 
improving child health and development. 

Today we know what needs to be done to protect and nurture all the world’s 
children. Scientifically valid technologies are available, affordable and effective. The 
dramatic expansion of possibilities of communicating with large numbers of people 
should be recognized and used. We suggest that if the organized resources of the health 
profession combine with the unprecedented power of communication, the promise of 
science can be fulfilled—to save the lives and promote the development of children 
presently at risk. For this, viable community structures need to be fostered, so that, 
through them, children and families will have regular access to basic health and other 
services, 

Due to the variety of determining factors, the situation of children differs from 
country to country. So the professional and social response to it has to be des- 
igned to meet the specific needs of a country or a subnational category. As a logical 
follow-up of the decisions and actions which the International Confederation of 
‘Midwives have taken we request the constituent bodies to firm up national pro- 
grammes of action in support of children, redefining the professional concern and 
mandate and cooperating with government and non-government agencies active 
in this field. 
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3.22 Youth for children 


E note with particular satisfaction the resolution moved by the Delhi 

Junior Chamber that the Indian Jaycees adopt a year-long programme to 
promote child health care and potable water supply at all chapter levels and allocate 
resources for this programme. If this be a decision of the national convention, we in 
UNICEF are ready to cooperate in the fulfilment of your aim. 

Let us start with the premise that “there is nothing more important than a child.” If 
you accept this theme, as we hope you will, there is no task more urgent in India today 
than preventing the unnecessary death of nearly 10,000 young children each day, 
preventing disability, to one degree or another, to a similar number and promoting the 
protection and full development of the deprived majority of the 23 million children 
born each year in India. 

There is a paradox in that India, with the size and strength of its economy, and the 
knowledge and capability of its trained manpower, the fourth largest in the world, 
should tolerate this unacceptable fact even for another day. The leaders of the people 
of India, at different stages of the country’s long history have spoken, written and 
striven to see that this nation, now a sixth of humanity, remains one in spirit, so that 
any hurt to one is felt and responded to by all. This was the message of compassion 
from the Buddha. The oneness of humanity is the essence of the wisdom of Hinduism 
with which this city of Varanasi is historically associated. Translating this insight to 
the modern idiom Mahatma Gandhi showed us how mutual identity was not only 
a basis of mortality but also a condition for development—political, economic and 
social. 

Slow, silent degradation: We have deliberately set this towering background for our 
discussion about how to intervene and prevent infants and children from dying a slow, 
silent death through: 

— malnutrition of mothers, inattention during pregnancy and birth, and neglect of 
natural practices like breastfeeding; 

— ignorance about when to wean and the foods suitable for that stage; 

— helplessness in responding to common diarrhoea of infants and young children; 

-lack of knowledge of, and lack of access to, immunization against common 
childhood diseases; 

— absence of awareness about deficiencies in iron, iodine and vitamin A which can 
lead, and are in fact leading to debility, cretinism and blindness; 

~ indifference to, or ignorance about, the need to peridocally watch the growth, in 
weight and height, of children, as an expression of their status of nutrition and 
health. 

Itis an irony that this situation should continue on a large scale in India in the closing 
decades of this century. For, each of these conditions can easily be prevented in spite of 
poverty, through a combination of scientific knowledge and social response. The 
scientific knowledge is available; but the social response is not, in sufficient measure. 

Let us first deal with the knowledge aspect, the appropriate application of science. 
The techniques in question are less widely known than they should be, probably 
because they are simple and low-cost. Yet they are particularly suitable for tackling 
malnutrition-related infection, diarrhoea and the six communicable diseases that 
together take a heavy toll of children. None of these measures (or technologies, if you 
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like) is new. We have all heard about growth surveillance of small children, oral 
rehydration therapy, breastfeeding and better weaning and universal immunization— 
though not all of us are familiar with what it takes to make a success of these means to 
health and nutrition. Though the best in paediatric practice and training has stressed 
these measures for some years now, they are still not part of daily practice. 

What can be done: Why are these measures so important? The answer is not 
complex: 

First growth surveillance—through the use of simple charts which the mother keeps 
at home—is important; for parents want to do the best thing for their children; anda 
majority are not able to recognize the early stages of malnutrition when it is still 
relatively easy to reverse. It has been long known that the regular incremental gains in 
height and weight are the surest signs of good health and adequate nutrition. By 
providing a simple method for monthly growth measurement, mothers can learn 
whether their children are growing—and, if they are not, how to find remedies, many 
of which are within their own control. 

Second, the dehydration caused by diarrhoeal infection is the single largest cause of 
the deaths of children, and contributes to the malnutrition of tens of millions more. It 
kills a child every six seconds around the world, and some 3000 to 4000 daily in India. 
Oral rehydration therapy (ORT) is a simple combination of salt, glucose and water. 
ORT, combined with the knowledge that children with diarrhoea should continue to 
be fed, can prevent the dehydration which causes the great majority of these deaths. 
The cost of a cure is low, at around a rupee. Oral rehydration salts are now being 
produced in many countries with the help of WHO and UNICEF. Or a mixture 
Peny ha effective can be made by the knowledgeable mother at her home with sugar 
and salt. 

Third, the promotion of breastfeeding is important. As has long been recognized, 
bottlefed babies of the poor are 3 to 4 times as likely to be malnourished; a mother’s 
immunities are not passed along through bottlefeeding; diarrhoea-causing dirty 
bottles and contaminated infant formula are all too common; and breastfeeding saves 
money and also acts as a natural and affordable birth-spacing mechanism. And yet the 
percentage of mothers who breastfeed continues to decline in too many developing 
countries, particularly in urban slum areas, at the very time that a majority of educated 
omen in the industrial world are returning overwhelmingly to the merits of breast- 

eeding. 

Fourth, immunization is vital because together six diseases kill an estimated 5 million 
children per year—nearly another third ofall child deaths. Measles alone—a declining 
childhood disease in industrial societies—claims 400 times more victims among 
malnourished children—taking the lives of more than 2 million each year. And yet 
measles vaccine can be available for as little as 10 cents per dose and the vaccine for all 6 
diseases for under $1.00. Paediatricians provide immunizations as a natural part of 
their care of every child who comes to them; the need now is to reach the tens of 
millions—the majority of children—who never see a paediatrician in time. 

In addition to these four relatively easy and low cost primary health care 
programmes, special attention also should be given to family spacing of births, food 
supplements where necessary for adequate maternal and child nutrition, and to female 
education. These measures are either more difficult than the interventions we have 
mentioned, as with birth spacing; or entail greater financial cost, as with food 
supplements; or both, as with female education. But they also contribute significantly 
to improving the health and nutrition of mothers and children and further reduce 
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deaths, Most countries, which vigorously support, on a universal basis, the four low 
cost programmes we have cited can expect to reduce their child deaths and disabilities 
by one-half within the next 10-15 years; together with the three further programmes 
mentioned, the reduction could reach two-thirds. This is the possibility that is open to 
us. 

How do we reach this scientific knowledge to millions of mothers and families in 
remote rural areas and urban slums? How do we respond as a civilized society to the 
situation of children? 

To focus on the Indian situation, we have some good news. The immunization 
coverage is unsatisfactory yet increasing much faster in the past two years than at any 
time before. We are in a lucky position that breast-feeding is still the rule in the rural 
areas. But the trend towards bottlefeeding remains to be stemmed in the towns. The 
government has adapted a Code of Marketing Breastmilk Substitutes and it is expected 
that it will be translated into enforceable law. Millions of packets of oral rehydration 
salts are being manufactured in government factories and outside and production is 
increasing each year, though hardly equal to the need. The Integrated Child 
Development Services (ICDS) has a network of nearly 1000 projects in as many blocks. 
These and a number of similar schemes in the non-government sector are being 
adapted for regular growth monitoring of young children, along with nutritional 
support and health services. Thus there is a positive, though not strong enough, trend 
in support of children in need and at risk. So we would say that the social climate is 
favourable for a social response on a national scale. Indeed the government has set for 
itself time-bound national goals like universal immunization and diarrhoea manage- 
ment by 1990, water supply to all villages by that year and an infant mortality rate of 
less than 60 by the turn of the century. 

Organizing action: It is against this hopeful background that all of us have to 
attempt to organize ourselves in order to communicate with communities about what 
they can do for themselves; and simultaneously to assist them in achieving that margin 
of result which they may not be able to bring about on their own. It is in this context 
that Jaycees, with thousands of members scattered in all parts of the country, can play 
a critical role in the child survival movement. Yours is an organization which brings 
together professionals from every field—people committed to service and to social 
development. The children that UNICEF serves, and those it cannot reach, need 
Jaycees in the frontline of the child health movement. We need you as advocates, as 
resource-raisers, and as development promoters. 

The health professionals among you can teach patients and communities about low- 
cost interventions; and UNICEF can and will help with training materials. 

The teachers among you can emphasize the importance of adequate nutrition 
including the benefits of breastfeeding and organize growth monitoring projects 
through educational institutions and through village training centres. 

Those of you who are employers can promote among your employees not only 
knowledge about basic interventions including infant feeding practices but also ensure 
adequate benefits, maternity leave and support services for colleagues and employees. 

Those of you in the media can include child-health and parental training 
programmes on radio and television, publish articles in the press and include 
reminders—by spot announcements, public service notices and other means—of the 
benefits of the child survival and development techniques. 

Jaycees in government—whether national, state or local—can assure that child- 
related goals are firmly established as government policy and child health practices are 
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incorporated in the programmes and standards implemented through government 
services. 

Jaycee parents, neighbours and community leaders can demonstrate the benefits and 
simplicity of these techniques in their practices with their own families and by sharing 
knowledge with relatives and friends. 

All Jaycees can spearhead national child health compaigns, galvanizing the energy 
and imagination of the government and the public to the possibility of an irreversible 
movement in child health and development. 

Macro-level policies and programmes are required to train our sights towards 
national goals. But it is work at the local level in village communities and slum 
populations that can ultimately add up to make a difference at the national level. These 
small and deprived communities have to be informed, at the family and small group 
levels; they have to be organized for establishing services for their own children; 
community workers from among them have to be trained to deliver the services; and 
these workers have to be supported by professionals. The government is trying to move 
forward in this direction but the effort has to be complemented by enlightened service 
organizations such as the Jaycees. The role of your generation is to combine 
compassion and development, scientific knowledge and social sensitivity. 


3.23 What business can do 


E feel encouraged in the pursuit of our concern for children on the 

initiative taken by the Federation of Indian Chambers of Commerce and 
Industry in promoting the development of the rural poor. We are naturally delighted 
that the Government of West Bengal and the Central Ministries of Rural Development 
and Works and Housing are powerfully represented in this enterprise. 

UNICEF is a junior partner, with necessarily modest resources, in the historic 
attempt to transform rural India. We are committed to several important social sector 
goals nationally adopted. For example, reducing infant mortality from 114 to below 87, 
and maternal mortality rate by half the present level of 4 per 1,000 live births by the end 
of this decade. By the same year, universal elementary education and eradication of 
adult illiteracy are to be achieved. Also, within the next five years, the supply of safe 
drinking water is to reach all parts of the country and sanitation facilities are to be 
extended to most of the urban areas and a fourth of the rural areas. 

All these aims hold together, and in our view, easier to be achieved together than 
separately. None of these aims is new to planning in India and one reason for their 
achievement being delayed has been the isolated and vertical approaches usually 
adopted so far. Another reason pertains to the nature of social development in general, 
as distinct from economic activities. The measurement of quantity and quality of 
results, against inputs, is less easy in social development programmes. And the aim that 
the people themselves should become the agents of change and the variability of the 
needs and resources of each community, also make high demands on ingenuity in 
project formulation, implementation and evaluation. 

These difficulties and demands have to be finally met; for programmes of social 
relevance can no longer be considered, at any rate in India, to be in the experimental 
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stage. Time is not on our side and social and human development problems are only 
aggravated by delay. 

Time is ripe: Less than half the 300 million children in the country may have actual 
access to an essential minimum of nutrition, health care and early learning 
opportunities. We all know that this unequal access arises from the material poverty of 
the families, deepened by the accompanying effects of ignorance, ill-health and 
isolation. But it is our experience and conviction that the quality of child life can be 
improved, here and now, through a cluster of community-based services addressing 
specifically, and on priority, the needs of children and the capacity of their families to 
meet them. It is to press this point, to advocate this approach and to influence 
government policy and public opinion in its favour that UNICEF is in India—as it is 
in a hundred other developing countries. 

Within the framework of national policies and objectives, our role is to help to keep 
the focus of development on the new generation, and to stress on a development 
strategy of area-specific, inter-disciplinary convergence of basic services. We would 
like to share the lessons of experience (successes and failures) we have gathered 
worldwide. We would like to advocate and also to participate in action, according to a 
scale of priorities determined by the needs of survival, protection and development of 
children. Which is why we support urgent interventions, on a national and universal 
scale to achieve sound infant feeding practices, comprehensive immunization against 
childhood diseases, management of childhood diarrhoea through oral rehydration, 
control of nutritional deficiencies in iodine, iron and vitamin A through iodination of 
salt and appropriate food supplements, and, in close support of these, female 
education and birth spacing. 

UNICEF, for its part, firmly believes that these aims can be attained in a few years’ 
time. But, for this to happen the will of the government must be complemented by the 
potential of the people. This balance is at the heart of social development. And it 
augurs well that industrial and commercial houses have volunteered to be cata- 
lysts of such a development process. The technological, financial and managerial 
strength of the world of business can make a difference to the outcome of our 
joint effort. 

We note that special emphasis is being laid on drinking water supply and sanitation. 
We are privileged to be associated, in a very productive way, with the national 
programme in this sector. It is interesting to observe how our involvement in this 
particular field has evolved over the years. For instance, in the 1950's we supported 
water supply to selected key institutions like schools and health centres. Major 
droughts in the late Sixties however changed the nature of our response to one of 
emergency relief, through accelerated drilling activities. In the Seventies, our role 
related mainly to technology transfer and capacity building in drilling techniques, well 
construction, handpump design, manufacture and maintenance, and lately, gravity 
feed schemes. Currently the thrust of our participation is not only towards greater 
coverage in both water supply and sanitation but also towards fostering the links 
between the two, and between these services on the one hand and others like basic 
education, essential nutrition and primary health care on the other. Only through these 
linkages can we achieve the deeper purpose of water supply and sanitation 
programmes, namely protection of vulnerable children, relieving the physical burden 
of the overworked rural women and strengthening the foundations of the well-being 
and productivity of the family. 

Options are open: What is true of the water supply programme also applies in some 
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measure to the build-up in India of each of the basic services. And that leads us to 
making some practical suggestions. 

For instance, the programme of Integrated Child Development Services already 
covers a thousand blocks, or a fifth of the country. This coverage is being trebled in the 
next five years, to reach some three-fifths of all children from poor families. Side by side 
rural women’s development programmes are being promoted to reach a thousand 
blocks by the end of the decade. In another selective thrust, social sector inputs are 
being delivered to reach some 150 blocks by the same year. We think the time is ripe to 
consider methods of full and formal association of business houses with these 
programmes presently funded and managed by the government with some particip- 
ation by UNICEF and a few other development agencies. We would in fact suggest the 
assumption of responsibility by business houses for some among the many projects 
under each of these programmes—in the best traditions of healthy competition in a 
plural society. Should this be welcomed by government as well as business houses, 
UNICEF cooperation will be enthusiastically forthcoming, even if it means the 
stretching of our limited resources. 

Our second suggestion would be that the concept of basic needs may be defined to 
include not only material needs like food, nutrition, health, education, housing, 
employment and income but necessarily also certain non-material conditions like the 
opportunity for self-reliance, participation, security, self-determination, identity and 
freedom. The nature of the programmes we promote, and our role in them, revolve 
around this critical definition. On that would depend the distinction between welfare 
and development, between dependency and empowerment, between an externally 
engendered event and an endogenous process. 

In this context, certain imperatives derive from the mixed development experience of 
the past decades in India and elsewhere: 

~ There has to bea shift in the content of assistance from capital intensity to relevance 
to life and living—with predominant emphasis on awareness building, innovation, 
training, self-monitoring and self-evaluation. 

- This has to be accompanied by a change in the distributive pattern of assistance, 
leading to greater concentration in area-specific and people-specific assault on 
backwardness and poverty. 

~ There has also to be a change in the character of programming from centralized, 
vertical, sectoral activities (however good they may be) to decentralized designs and 
delivery mechanisms. 

- Greater awareness on the part of the poor needs to be matched by a stronger spirit of 
sharing by the non-poor. While more value has to be derived (for the people) from 
every rupee that is spent, there has to be an increase in the quantum of resources 
available by their transfer internationally and within the country and community. 

- And lastly, in keeping with the agreed priority for developing the human resources, 
effort must focus on the young child. Practically, this means strengthening the 
hands of the mother, in village or slum. 

The third suggestion centres on the natural need to promote on priority training, 
communication and education as the durable supports for developing the rural 
community. The UNICEF programme of cooperation for the next five years gives 
more attention to this set of activities than to any other. Awareness and training afè 
needed not only for the members of the community but also for all the participants in 
the development process—volunteers, front-line workers and other field staff, 
planners, implementers, communicators, managers and evaluators. And the training 1S 
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not merely a matter of mastering technologies but of building up self-reliance, 
teamspirit, efficiency, accountability..... The potential of business houses to contribute 
to this transforming process is evident. Here again, a new development culture has to 
be fashioned by the joint effort of the best elements in society, with the government and 
the people pulling together. 

Our fourth suggestion relates to a decentralized approach to development, within the 
scheme of national aims and policies. The focus must necessarily fall on the district, 
probably the block, if we are to grasp the core of what makes a community develop. 
Local institutions have to play their part in full if the people are to come into their own. 
Programmes must tend to be small and wieldy rather than large and impersonal, if the 
emphasis is on holistic change rather than on economic growth mainly. Perhaps we 
could work towards a stage where in each unit of area there is a representative 
committee of the people to determine the pace and direction of social sector 
programmes—with well-defined responsibilities to be shared by all supporting 
agencies including business, professional and other voluntary groups. 

Beginning at home: In an organic sense, development begins at home. If we are to 
successfully preach and promote among the rural poor the simple laws of health, 
hygiene and human development, we must make them a matter of daily practice for us, 
our families, our employees. Only that way we could become effective communicators, 
credible advocates and acceptable animators in relation to the rural people. Here, we 
would like to give a few illustrative examples of possible low-cost (or no-cost) 
initiatives by business houses, leading to substantial benefit to individual and 
corporate interests, 

For example, it could be ensured that all employees use only iodinated salt in the 
daily diet and in private funded feeding schemes. Anywhere upto 170 million people in 
India live in an iodine deficient environment, exposed to the surreptitious risk of 
diminished physical energy and, at worst, irreversible mental retardation among new- 
borns. 

Employers could make it a point that all infants and young children of all employees 
receive all the doses of the six antigens against childhood diseases. Even if this entails a 
cost to the company, it means a relief to child suffering, adult anxiety and corporate tax 
burden. 

About half the pregnant women and children of preschool age in India suffer from 
iron deficiency anaemia. We should think that a substantial segment of the working 
population also share this condition, A regular supply of iron folate tablets to 
employees (and their families) would more than repay the cost involved —by reducing 
anaemia and improving productivity and well-being. 

You are in a position to protect and promote breastfeeding and proper weaning of. 
infants by making the medical insurance schemes for employees conditional upon 
these basic, vital and often neglected infant feeding practices. 

The facilities for personal hygiene and environmental sanitation are, urifortunately, 
directly dependent on a family’s disposable income. Companies could offer, with all 
round advantage, salary advances or low-cost loans for sanitary installations. 

A recent newspaper report suggests that a tenth of the country’s population may be 
hard of hearing. According to conservative estimates, some 30,000 children turn blind 
in India each year from the single cause of vitamin A deficiency. Consider the 
consequences of our not taking immediate and specific care to protect the eye and the 
ear, especially of children. Surprisingly, it is easy to do so. 

Only a small part of your technical and management experience would be needed to 
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make a total success of efforts in health and development such as we have mentioned. 
Your expertise can contribute immensely to maintaining a network of the cold chain 
for preserving vaccines for the national programme of universal immunization, and for 
maintaining hundreds of thousands of water pumps for all the villages of India. The 
varied channels of communication at your disposal can carry, at no extra cost, 
messages on all the good things that need to be done, and can be done for children. The 
schools, health centres and training institutions that you run could easily be oriented 
to subserve human development concerns with focus on children. Indeed, you could 
play a path-finding role for other non-government groups. UNICEF would be glad to 
provide, practical, preventive and promotive information on these and similar 
possibilities. 


3.24 Attitudes to disability 


Wè are impressed by the systematic and well organized efforts of the 
National Society for Equal Opportunities for the Handicapped, from this 
premier city of India. We naturally welcome the opportunity to take us beyond the 
stage of analysis and advocacy, into sustained and effective action. The circumstances, 
causes and consequences of disability will continue to vary with place and time; and so 
the need for study of particular situations and sharing of information and experience 
will also continue. But three years after the International Year of Disabled Persons, 
which aroused new interest and promoted new competence in this field, it is time that 
action programmes are launched on a national scale to educate and equip families and 
communities to prevent, detect and manage disability of one kind or another. 

We might explain, in the first place, how an international agency like UNICEF came 
S be involved in programmes against disability. There are a number of good reasons 

or this. 

There are atleast 500 million disabled persons spread over all the countries of the 
world. The lives of more than twice this number—that is, a fourth of the world 
population—are affected in some way by this burden. The international agencies 
engaged in development work cannot therefore close their eyes to this massive obstacle 
to human development. 

Atleast 10 per cent of the children in developing countries are victims to disability. 
And the risk of impairment—physical, mental and sensory—is far greater for the 
children of those in poverty than for the others. And the birth of an impaired child, or 
the occurrence of disability in the family, creates additional demands on its scarce 
resources, and pushes it deeper into poverty. The mandate of UNICEF is related to all 
children, the greater their need the higher the priority for our attention. 

Primary prevention; In fact, the UNICEF concept and strategy of basicservices argue 
for strengthening family and community resources in support of disabled children in 
their natural environment. Even more, it emphasizes the need for primary prevention 
of disability, mainly through the approach of primary health care, jointly spelt out in 
1978 by WHO and UNICEF. Similarly the basic needs strategy of ILO leads us to 
specific principles concerning vocational rehabilitation of the disabled. The FAO has 
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clearly brought out the relation between nutrition and disability. UNESCO has, for its 
part, helped to reinforce guiding principles on the education of disabled persons. 
Contributions of a similar supportive nature have come from various other intern- 
ational bodies. All of these efforts are guided by the Charter of the United Nations 
which affirms the dignity and worth of the human person; and by the Universal 
Declaration of Human Rights which allows no distinction of any kind in individual 
rights, including the right to and opportunity for useful and productive labour. Our 
task, internationally and nationally, is to approximate practice to these ideals and 
concepts, reflected in the Declaration of the Rights of the Child. 

Let us add that insofar as the principal causes of disability relate to inadequate 
nutrition, faulty child bearing practices, common diseases, infections and accidents, 
organizations—international or other—concerned with programmes in health, 
nutrition, education and other sectors of social development like family planning and 
community development, have a corresponding interest and role in preventing 
impairments and their consequences. 

This briefly is the background in which an organization like UNICEF is interested 
and involved in stimulating the national effort to prevent, detect and manage disability. 
It is a lesson of our experience that particular attention is called for to ensure that 
programmes of basic services reach the poorest communities in the developing 
countries, and within them the disabled, especially disabled children, who are usually 
excluded from the benefits of existing services. 

It would be useful for us to go into the practical aspects of achieving the multi- 
sectoral, multi-disciplinary aim of reaching the disabled poor. First, let us note some of 
the obstacles in the way. We have mentioned the magnitude of the aggregate 
prevalence of disability. This is compounded by iis widely dispersed spread, 
particularly in the rural areas. The situation is aggravated by deep-rooted problems of 
ignorance, superstition and fear, not confined to the illiterate poor or the families of 
the disabled. To the extent national capability exists for prevention, detection and 
rehabilitation, they are largely confined to urban pockets. By and large, community 
leaders, professional people, government functionaries and international planners and 
administrators are hampered by misinformation and lack of experience tested over a 
sizeable field. This incongruous situation calls for a renewed effort to develop concepts, 
prepare trained personnel, influence decision makers, locate strategic allies, and plan 
and organize successful programmes. In outlining a few ideas on these essential aspects 
we would like to mention some positive factors of which we could take advantage. 

For example, we could substantially reduce the need for rehabilitation, because a 
majority of impairments and disabilities are known to be entirely preventable. If 
detected early, the consequences of the impairments that could not be prevented could 
be abated: and thus our concern for equal opportunities for the disabled would be 
easier realized, All of us should therefore concentrate on the preventive aspect, so that 
the magnitude, and therefore the monetary and other costs of rehabilitation become 
tractable. It is for this reason that UNICEF cooperation with governments and 
voluntary agencies emphasizes programmes of prevention: such as, universal immuniz- 
ation against common childhood diseases, co-ordinated with services related to 
control of blindness, prevention of visual impairment, iodine deficiency, leprosy, 
tuberculosis and other diseases that lead to disability. This is our principal 
contribution to tackling the continuing task of rehabilitation. We believe that a 
comprehensive multi-sectoral policy and perspective on disability is necessary— 
within the primary health care approach—for efforts at rehabilitation to succeed. 
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Community basis: In social development programmes, where the subject of develop- 
ment is the human person, a decentralized approach to planning and implementation 
becomes imperative. More so in relation to the widely scattered prevalence of disability 
in differing contexts and due to varying causes. What this means in operational terms is 
that each community must be enabled to organize its own mechanisms and means of 
prevention, detection and intervention. This is best achieved by enriching existing 
services for health, nutrition, sanitation and education, with disability-specific 
programme components. Voluntary organizations—and, many others too—have to 
play an important part in enabling communities to do so. The effort also needs the 
powerful backing of governments in such a way that ministries like Health, Education, 
Rural Development and Information combine their potential and co-ordinate their 
contributions. 

The recently started move to establish district centres all over India to support 
community effort against disability is welcome. However, we would be expecting too 
much from institutions, if the people are to come to the district centre—like to a 
hospital—for check-up and treatment. Experience in other countries shows that a 
posse of dedicated paraprofessional workers in each district will have to fan out into 
the villages to propagate and assist in preventive measures; do regular screening 
particularly of young children; and search out to identify incipient cases. Therapy 
programmes are best arranged at the home, through regular visits, including where 
necessary by professional workers. The hopeful message is that communities and 
countries have, through the primary health care approach, drastically reduced 
disabling diseases like polio in countries like Sri Lanka and in parts of India. They have 
also succeeded in enabling affected children to develop as well as others. This dual 
effort at prevention and rehabilitation has to be enhanced to national coverage. And 
what is possible in respect of polio is achievable, in a cost-effective way, for all the other 
immunizable diseases. Indeed the greater the intermeshing of services, the stronger the 
positive impact of each. 

Moral inyestment: Another hopeful aspect is that neither prevention nor rehabilit- 
ation need entail heavy financial investment. They call for more of a social input to 
mobilize and train the many who want to help but do not know how. There is need fora 
massive communication effort involving the disabled and their families, so that the 
former, especially the disabled children are not denied the stimulation offered by light 
and sound and the company of people. Even a larger communication effort is required 
to inform the non-disabled majority so that they may not, consciously or otherwise, 
contribute to the isolation of the disabled. There is, of course, also the need for a moral 
investment, especially on the part of the workers, whose spirits are liable to sink on 
occasion but nevertheless have to be buoyed up. In terms of financial cost, preventive 
measures like immunization, salt iodination, fortifying food with iron, and vitamin A 
supplements are incredibly inexpensive in per capita terms, and therefore highly cost- 
effective. It has also been shown that physical and other aids for the disabled, to meet 
their basic needs like mobility and exercise, work most effectively when made in their 
own environment and at low cost from familiar local materials. In fact, the best results 
have come when sensitive and experienced designers have picked local brains and 
worked jointly with local artisans. Given a helpful attitude, neither technology nor 
finance need handicap prevention or rehabilitation. 

In the context of communication, we mentioned how important social participation 
is for social development. In practical terms, this means that we have to seek strategic 
allies and enlist their lasting support. We need the participation not only of 
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government departments and voluntary agencies, but the mediation of an array of 
intermediate social groups. These include groups with moral discipline like the Rama 
Krishna Mission, service groups like the Rotary, Lions and Jaycees, youth organiz- 
ations like the National Service Scheme, the Scouts, and the Guides, public sector 
undertakings, business houses, consumer bodies, cooperatives, trade unions, science 
movements and professional organizations. These groups can, often at no cost to 
them, catalyze the social development process through their existing communication 
channels and institutional facilities: for-example, they can assure prevention of 
childhood disabilities in a population group, already within their reach, through 
comprehensive immunization and food fortification. The possibilities are unlimited, if 
the interest can be generated—by us. 

We come back to the point from where we started: people everywhere are generally 
uninformed as to the causes, as well as measures for prevention and treatment of 
disability. Crucial time is often lost in detecting and managing impairments at the 
earliest, during early childhood. Institutional facilities generally do not answer the 
needs of the widely dispersed children and adults in need of advice or help. The more 
development by passes the disabled, the greater the burden on society. Parents 
continue to despair and are even ashamed of having a disabled child. Social 
segregation of the disabled is common. And the incidence of disability does not seem to 
be tapering. 

This chain of events can be rolled back by educating the community as well as the 
disabled and their families through relevant information and social interaction. 
Sharing of information and resources rather than a paternalistic attitude, compassion 
rather than pity, community-basis rather than bureaucratic direction, human response 
at the home rather than impersonal institutions, simple aids rather than sophisticated 
gadgetry, convergent services rather than unco-ordinated interventions, should 
together make for a reduction in the number of the disabled in each village. Those that 
need rehabilitation would, over time, be fewer than now. And, they need not be 
“problems,” but will work, learn, participate and contribute to the common good. 


3.25 A perspective on ICDS 


ROM the beginning of the Integrated Child Development Services (ICDS), 

some 10 years ago, UNICEF has been a junior partner to the government in this 
exciting enterprise. To use the ICDS terminology, we have been a modest helper at the 
national Anganwadi. The young child, up to six years, is a natural priority in national 
development as well as in UNICEF global policy. The translation of this priority and 
policy into programmes and projects that work, is the common task facing all of us 
today. The recognition of this age group as a priority has come to many of usa little too 
late, but it is an endeavour with no end. In the case of ICDS, a programme geared to 
human development and social change, there is probably no limit to the refinements 
that we can attempt. The most challenging aspect of this ambition is to make the 
development process self-generating, so that the community is enabled to assume its 
primary responsibility to renew itself through the development of its children; so that 
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government intervention can become more supportive than decisive; and, in the same 
way, the role of international agencies will become dispensable, except perhaps in the 
sharing of information and insights. 

As we see it, ICDS has passed the stage of infancy and is going through the 

_ adjustments of adolescence. We have had, over the past months, extensive discussions 
with the government and have drawn up the outline of an ambitious plan of 
cooperation for the next five years. This takes into account the planned expansion of 
coverage, the huge demands on training, inter-ministerial co-ordination of inputs, 
initiatives by the States for projects supported from their own resources, the 
convergence of various services, (either through the ICDS delivery system or 
otherwise), on the project population, better management to improve efficiency, 
communication techniques to enlist public involvement and finally the participation of 
voluntary organizations, private foundations including business houses and, above all, 
the community itself. 

The first point we would make relates to transfer of knowledge. This is principally 
what ICDS is about. Neither the government nor the voluntary agencies, irrespective 
of external assistance, can assure the health and development of all the children. Only 
the parents can underwrite adequate support to the child, both before and after birth 
and through the period of growth. All of us know what it takes to ensure that the full 
physical, mental and social potential of a child, is realized. This in fact is the ambition 
of India’s National Policy for Children, as stated in 1974. The knowledge that we have 
is related to the means of access to economic sustenance, nutrition, health, education 
participatory communication and social equity. Essentially, this awareness is not a 
matter of high technology but rather of simple laws of health and hygiene and a 
cooperative way of living and working. The power that this knowledge represents—in 
terms of changing the condition of life—has to be transferred to the mother in the 
village or slum. What are the means at our disposal to effect this transfer? How can we 
improve and speed up the transmission, and reduce loss or distortion in the process? 

Levers of social change: We are in agreement that what we want to convey is simple 
to understand and apply in practice. And, we begin this process by training the 
practising professionals and paraprofessionals in the field who, in turn, are expected 
to achieve the task of empowering the mothers to do what is best for their children and 
their families, and thereby loosen the hold of poverty. This is how all of us see ICDS— 
not only as a delivery mechanism for child-related services but also as a lever for social 
change. It thus becomes all the more imperative that the transfer of empowering 
knowledge moves quickly and in full force, through the field worker to the mother in 
the community. 

And that leads us to our second point, namely, the art and science of communicating 
with the poor, particularly the women, in relation to their own and their children’s 
development. As a basic element of social life, communication is achieved under 
conditions of participation and access. And due to limitations of various kinds, 
including illiteracy, it remains an under-used tool to trigger the people’s urge for self- 
development. 

The role of the mass media in enhancing awareness is undoubtedly important. But 
communication cannot be limited to conventional media. Nor is it a question of 
stepping up production and distribution of printed materials and audio-visuals in a 
one-way thrust. For, it is known that new knowledge essential to the poor for their 
development does not automatically permeate to the village or slum through the media 
or other means. The communication process has to be consciously promoted in a 
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highly participatory manner. And this is a major means to overcome obstacles in the 
way of the poor—without waiting for the end of poverty itself. 

Knowledge saves: For example, debility of a pregnant mother is a fact of life among 
the poor, which they take as inevitable. Yet they will be able to alleviate her, and her 
baby’s condition, despite the poverty, if they know that a marginal redistribution of the 
family diet will make a substantial difference to her health. The change will be more 
dramatic if they are informed about, and also helped to’ gain better access to, new 
sources of nutrition. Providing material help is necessary but in the absence of 
communication to activate people, it remains insufficient for durable change in their 
condition. 

May we suggest that we consider alternative ways of achieving effective communic- 
ation of the wide variety of concerns represented by ICDS. And whatever message, 
idiom, and medium we try need to be tested in the field, revised and retested before 
moving to scale. We have to pay as much attention to the quality of the services as to 
their coverage. Such is the human and political priority that ICDS has gained that none 
of us can really afford to see even one project, or a component of it, failing to come up 
to the minimum expected level of service and impact. 


3.26 Social development management 


E are on a joint quest for common areas of interest and action. As a 

body of management professionals representing a wide spectrum of disciplines, 

the opportunities for cooperation that you offer will be as many as we are looking for. 

We would start with a brief description of the unfulfilled scope of what we refer to as 

social development. We would then touch on the emerging role of professional 

management in implementing national policies towards time-bound social goals. And 

in the concluding part we shall try to illustrate some of the essential tasks which each of 

you may like to take up, urgently and on your own. Such initiatives in particular 

spheres may be modest in themselves but could together build up a momentum for 
something of a social movement. 

Social development implies the presence of an economic base. The strength of the 
Indian economy in terms of resource potential—human, material, technological and 
organizational—is as good as any other. The resources of the country can yield the 
goods and services needed for all its people, using the sound agricultural base, the 
sophisticated industrial capability and the strong cadre of trained manpower. A vast 
infrastructure is in place for social services like education and health. A wealth of 
varied experience exists in social organization to make it accessible to the deprived. 
And the means of communication are also available to extend and enlarge such access 
for all sections of the people to awareness leading to action. 

Against this background, the social situation is both incongruous and avoidable. In 
this context, let us put the focus on one aspect of the human condition—the most 
poignant one, the situation of children. It is the concern about them that brought 
UNICEF to India some 35 years ago and engages us here today in the most ambitious 
programme of cooperation with the government, for any country. We would invite you 
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to consider redefining the management concept of “human resource development” to 
embrace the very young who hold in themselves the highest potential for development. 

Three aspects stand out in an analysis of the situation of children in India. First less 
than half the 300 million of them may have actual access to an essential minimum of 
nutrition, health care and early learning opportunity. Second, this unequal access 
arises from the material poverty of families, deepened by the accompanying effects of 
ignorance, ill-health and isolation, and prolonged by the structures of society. And 
third, it has been shown that the quality of child life can be improved, here and now, 
through a cluster of community-based services addressing specifically and on priority 
the needs of children. 

The needs of children are known. To give an illustration: more than a tenth of the 23 
million born each year die during the first 12 months. Two-fifths of infant deaths occur 
in the first month. And nearly half the deaths in the first month is in the first week. 
While the overall death rate has been falling through the decades of the century, the 
proportion of deaths occurring in the first five years is between 40 and 50 per cent of all 
deaths. 

Beneath this trend is a complex of allied factors. Among them: maternal 
malnutrition; foetal underdevelopment; inadequate natal care; births too early, too 
many, too close and too late; less than proper infant feeding practices, especially the 
neglect of breastfeeding and timely weaning; endemic deficiencies of micro-nutrients 
like iron, iodine and vitamin A; preventible conditions like diarrhoeal dehydration and 
tetanus infection brought through water, food and the environment; and a general lack 
of alertness about faltering growth until it is too late for simple correction. To the 
extent the social environment is not supportive of employment and equity, the factors 
adverse to child survival and development, tend to remain. 

Much the same set of causes explains the depressed state of health and nutrition of a 
large segment of the people. And, it is not accidental that these very people account for 
the country’s 63 per cent rate of illiteracy, including 75 per cent female illiteracy. It is 
their children who tend to keep away from, or drop out of, schools; and who have 
hardly an opportunity for pre-school preparation for learning. 

The situation of children is organically linked to that of women, particularly mothers 
who bear the triple responsibility of rearing children, running the household and 
adding in ingenious ways to the family income. Trends of change in the male to female 
ratio as well as in health, nutrition and education, have been generally adverse to 
women. These again are explained by the dual economic role expected of them in the 
home and outside, their depressed learning and earning capacity, near-total lack of 
leisure, unequal access to health and nutrition, insufficient legal protection and 
negligible social or political participation. 

How do we break this obstinate circle of: poverty—poor diet—under- 
nourishment—growth retardation—reduced physical size and capability —lowered 
productivity—depressed earning capacity—and back to poverty? How do we 
“manage” social development? How do we go about organizing a cluster of 
complementary basic services for children of low-income groups, a package that 
includes economic support, access to nutrition, safe sanitation, means of health, family 
planning awareness, educational opportunity, participatory communication, and, 
underlying all these, social equity? 

Unbeaten track: Frankly, the experience and expertise in professional management 
of social development projects are limited. This is so mainly because in the 
industrialized countries, social progress has come as a consequence of economic 
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growth—often after a gap of many years, and in an incremental, almost autonomous 
manner. Social strategies of planning in developing countries have thus had to be 
worked out with self-reliance—that is, where professionalism was guided by the 
wisdom to avoid imitating the industrialized societies by wholesale transplant of 
problem-solving techniques suitable to those societies. 

Alongside the heavy demands on professional ingenuity, there is the unprecedented 
opportunity to solve basic social problems like universal access to essential food, 
primary health and basic education. For the first time, in many decades, these goals 
have become feasible. Indeed, we have in India specific national objectives set for the 
end of the decade, and of the century, ina number of related fields of social services, for 
example: 

— reducing infant mortality from an estimated 114 to 87 by 1990 and to below 60 by 
2000 A.D.; U 

- bringing the maternal mortality rate to half the present rate of over four per 
thousand live births by the end of the decade; 

— eradicating illiteracy and ensuring universal elementary education by the same year; 

— reaching safe drinking water to all villages of the country and sanitation facilities to 
most of the urban areas and a fourth of the rural areas during this period; 

— and reducing population growth to a net reproduction rate of one. 

A number of variables—some measurable, some not—enter the designing of the 
programme for delivering the social services. The measurement of quantity and quality 
of results (against inputs) is less easy in social development programmes than in the 
case of economic activities. Also, the aim that the people themselves should become the 
agents of change and the variability of the needs and resources of each community, 
make high demands on ingenuity in formulating, implementing and evaluating social 
development projects. 

We have to recognize the gap between management technology developed in the 
Western enterprise management system and the requirements of managing social 
changes in developing countries. This is a field awaiting innovative ideas and 
pathfinding experiments which could bring together altruism and self-interest and 
perhaps transform the traditional service concept into one of working together towards 
a common goal. We have to contend with bureaucratic structures to make room for a 
freer play of the human dynamics of social development management. We need to 
compress the time available for engineering social change; for, the point of no return 
may be reached sooner than we expect, as in the case of the rapid spread of urban 
slums, for example. We need to assemble, analyse and apply in support of social 
development not only “hard” data on aspects like population and income but also less 
quantifiable socio-cultural information defining particular groups. There is also the 
need for a sympathetic and mutually supportive working relationship between social 
development workers and managers on the one hand and the government admini- 
strators at the state, district or block level, on the other. 

The lessons of experience suggest that the basic services required for children and 
their families must be available together, in the interest of greater efficiency and effect. 
This implies coordinated promotion and delivery of services across government 
departments and professional disciplines as well as between the government and the 
people. The expansion of basic services towards national coverage implies the use of 
complementing delivery systems as well as of ‘communication channels—including the 
formal and non-formal, the modern and traditional and those represented by cultural, 
religious, professional and various other social groups. 
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Tasks ahead: It is in this context that we would venture to present a few suggestions 
for your consideration and, we hope, practical acceptance. We are conscious that all of 
you are fully absorbed in your own current professional responsibilities. But as 
productive managers, your creative potential can contribute in many ways to the 
health and development of the poor, particularly their children. 

Let us start with perhaps the most obvious example. The only way we could become 
effective communicators, credible advocates and acceptable animators in relation to 
the poor, is to begin to practice among ourselves the simple laws of health, hygiene and 
human development. Take the case of the employees working in your own 
organizations: 

— For example, it could be checked, and ensured, that all infants and young children 
of all employees receive all the doses of the six antigens against childhood diseases. 
Even if this entails a cost to the organization, it means a relief to child suffering, 
adult anxiety and corporate tax burden. 

— Way back in 1979 a WHO-UNICEF consultation came to this inference: “Poor 
infant feeding practices and their consequences are one of the world’s major 
problems—and a severe obstacle to national and economic development.” The 
past six years have seen substantial progress, but the problem remains. You are ina 
position to protect and promote breastfeeding and proper weaning of infants by 
making the medical insurance schemes of the organizations you manage, con- 
ditional upon these basic but neglected practices. 

~ Those of you who are engaged in personnel management can promote among the 
staff not only knowledge about basic interventions including infant feeding 
practices but also ensure adequate benefits, maternity leave and support services. 

- Those of you who are connected with the health system, in or outside the 
government, can promote low-cost interventions for child survival and develop- 
ment, through the particular health facility. We have in mind simple techniques like 
oral rehydration for young children with diarrhoea, well over a million of whom die 
of dehydration each year in India. 

~— The scope for using the educational system to promote social services is immense, 
yet this potential is largely untapped. To cite an example, nutritional knowledge to 
girls and women and nutritional support to children and mothers could be 
channelled through educational institutions, preschool centres and other learning 
and training locations. 

— The managers of the media can pay attention to including child health and parental 
training programmes on radio and television, publish articles in the press and 
include periodic reminders of the benefits of child health techniques. 

- Those of you in government can ensure that child-related goals are firmly 
established as government policy and the related practices incorporated in the 
programmes and standards implemented through government services. 

National policies are already set for progress in most directions. Even where these 
have not yet been spelt out, as in the case of nutrition, the elements of a policy are 
emerging. Public investments in these fields have increased. As you are aware, 4 
number of non-governmental organizations, many of them voluntary in nature, are 
active even in remote villages. The international development community is forthcom- 
ing in the sharing of relevant knowledge, particularly of successful experiences in 
developing countries. But the time has come for all of us to move from knowledge to 
action. And it is precisely at this point that the professional manager can help; for the 
knowledge of what needs to be done is still not matched by the knowledge of how to do 
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it. Managerial skills have to be related as never before to social programmes. The 
mechanisms of social service have to be refashioned along modern managerial lines. 
Programmes which have already taken long to take off, cannot afford to be interrupted 
for whatever reason—break-down in food supply, shortage of vaccines for immuniz- 
ation, poor perception of programme objectives by field staff... The need to analyse the 
components of a programme, to match them to harmonize with local conditions, to 
keep a constant focus on training at all levels and to develop a functioning system of 
monitoring, implies nothing less than a high order of professionalism in social service 
management. 


3.27 Measuring development 


T HE world is full of data and information, one can say, and therefore 
why still another monitoring system? Well, apparently the cold facts of life are 
that data, statistics, and information on children, in order to elevate their priority in 
national development planning, are a new concept. 

Bringing facts together: There are several types of information which can be 
gathered together to create increased awareness of children’s needs. However, these are 
often dispersed through various agencies or ministries simply because children do not 
have a ministry or agency of their own in the same way as, say, health, or agriculture. 
Moreover, since children are always vulnerable and hardly ever static, the data and 
information about them, and their needs, have various focal points of responsibility as 
they survive, develop, grow, and ultimately become productive citizens. This means 
that there are a great number of actors in any system of child monitoring, but all too 
often, except for meetings like this, the actors do not come together in one cohesive 
whole. 

The role that statistics have played in shaping thought about the importance of 
economic growth may serve as a point of instruction for us. Today we generally 
appreciate that the stimulation of economic growth is an important policy objective of 
the government, and governments are widely evaluated in terms of how rapidly or 
slowly their economies expand. But this has not always been the case, and we tend to 
forget that. Keynes was the one who brought this to our attention most forcefully and 
this was only 50-60 years ago, and at that time it was considered to be a rather foreign 
notion. 

A comparison can be drawn, therefore, between that point and where we are today. 
The idea of measuring development by using the criteria of child survival, child 
development and child protection perhaps is an idea whose time has come. 

For UNICEF, we have tried for the last 20 years to focus public attention on the need 
for elevating the priorities of children in national development planning. We try not to 
invest too much in studies, statistical work and the like, but rather attempt to benefit 
from the investments others make. One example of that is the annual publication of the 
State of the World’s Children Report. This has shown that the thesis is true: politicians,. 
other government leaders, and the general public are interested in elevating the relative 
priority for children. 
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We also try, in many countries, to publish what is called a Situation Analysis of 
Children, and we did that in India in 1984. We shall probably try to do that again in 
1987, but we believe that ultimately it is a government function and a national 
responsibility to measure and to monitor child survival, child development, and child 
protection as an essential ingredient of the national development process itself. 
Properly designed, implemented and applied, the information and data can be 
converted into action programmes which will have a direct and positive impact on 
children and, moreover, this can be done without waiting for the alleviation of poverty 
itself. As a matter of fact it can help to alleviate poverty. 

Clusters of concerns: There are five groups of problems on which data and 
information need to be gathered, collated, correlated and used: 

- the child and law 

— the child and health 

— the child and learning 

— the child and nutrition 

— the child and the environment including its own family. 

There are other things waiting to be more favourably considered and one of those is a 
current attempt to influence adjustment policies which are required in times of 
economic constraint. We are proposing a broad based approach to these policy 
responses to make economic adjustment not to overlook the human dimension. It is 
not always necessary that these adjustment policies result in a slow down of social 
sector objectives. Indeed these objectives could be part of the policy package. There are 
alternatives and we look to governments like India, to the wealth of economic and 
social experience in India and other countries, to help us formulate an approach to 
monitoring the condition of child life. 


3.28 Rising to the opportunity 


NICEF and Rotary International are not strangers to each other. In 

many local communities on almost every continent UNICEF and Rotary have 
worked together on social development activities for many years. We have a long 
history of shared interests and aspirations. At this time, we come together at a historic 
moment for children. We do so in the midst of dark economic prospects for much of the 
world. On the other hand, we do so at a time when social organization and advanced 
technology as well as increased understanding of both offer unique opportunities for 
rapid advancement for children. 

This potential which is now becoming more widely understood can mean for 
children in the next decade what the Green Revolution meant to food production in the 
poe and Seventies and the Marshall Plan meant to economic development in the 

ifties. 

In this context, therefore, we would like to develop with you some ways in which 
Rotarians can be more effective partners in social development (especially for children) 
and become a leader in this venture. ` 

Challenges: First of all we would like to share with you some indicators of the 
magnitude of the problem to be addressed: 
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— Most malnutrition in this part of the world these days is invisible. However it 
quietly and dangerously saps the energy of nearly 100 million small children 
regularly. It restrains their growth; it lowers their resistance; they become ill more 
quickly and more repeatedly; infections are easier and in fact are sharpened by this 
creeping malnutrition. 

— The greatest single killer among these and most children under five years is 
dehydration resulting from diarrhoea. This depresses the appetite, burns energy, 
drains away body weight of the children and ultimately leads to death, 

~ Infections from six major killers and cripplers are especially dangerous for children 
in this condition and are certainly dangerous for all others. 

In the light of these enormous figures and the geographic spread of this destruction one 
could be filled with a sense of hopelessness. Is there no hope for further significant 
progress to reduce the daily toll of 40,000 small children who die every day and another 
40,000 who are crippled every day? Are the children of the 1980s doomed? Are we 
helpless to reverse this trend? Our answer is: No, not at all. The deepening of the 
present crisis is now being matched by greater awareness of the new opportunities for 
interventions for children which make a difference. 

Opportunities: What are these opportunities? 

First of all the almost unparalleled social and scientific breakthroughs of recent years 
are coming together to put into our hands the means of bringing such breakthroughs in 
child health to virtually every village at very low financial and political costs. 
Appropriately applied and aggressively pursued these techniques can before the end 
of this decade reduce the current toll of death in young children by half. It is not the 
possibility that this can happen which is in question. It is the priority which we give to it. 

We have now in almost every country social organizations and structures with a 
capacity to reach a far greater number of low income people. The great expansion of 
health clinics and services and the wide-scale training of millions of health auxiliaries; 
the tremendous growth of private, religious and other organizations; the dramatic 
increase in literacy—all offer benefits for communication and promotion of under- 
standing of new possibilities. 

In addition, however, the phenomenal spread of ‘communications media—especially 
the ever-present transistor radio and the remarkable commercial networks for 
distributing manufactured essentials such as matches, batteries and bottled drinks can 
all be put to good use for children and reach not only every village but probably every 
home. As any commercial marketeer knows the hearer of a new idea will normally act 
on it only after hearing the information several times and through several different 
channels. So here is one element of social communication and development which can 
be applied for children. 

Let us suggest a second. The annual cost of immunizing a child against six infant 
killers is about the equivalent of US $5 per child when done on an organized and 
country-wide basis. This is about the equivalent of buying your daily newspaper for 
two months! Immunizations are the most cost-effective public health venture of the 
twentieth century. Improvements in the technology are daily taking place. We need not 
elaborate on this point because Rotary International has already committed itself to 
join the global attack on one of these: polio. What we would like to suggest is that 
Rotary accept the establishment of “Polio plus”; that 1s to say that Rotary 
International put its one million members, its enormous and widespread organization 
and ability fully behind the national programmes for expanded immunization and help 
reach the target of full coverage of infants and pregnant women by 1990. 


136 The Child in South Asia 


Some ways to help: We have tried today to set out in very brief terms a statement of 
the problem. We have also tried to suggest ways in which the existing social, political 
and economic structure could be used more beneficially for children. We would like 
now to suggest specifically some ways in which you and your own Rotary Club can 
begin to make still more progress and more rapidly. First let us suggest some ideas to 
you as individual Rotarians. You have within your membership a full spectrum of 
professionals. 

— Rotarian health professionals can be aggressive in teaching and applying low cost 
interventions such as oral rehydration therapy and immunization; 

— Rotarian teachers can emphasize the importance of adequate nutrition including 
breastfeeding and organizing growth monitoring projects through schools; 

~ Rotarian employers can promote among their own employees the knowledge of 
oral rehydration therapy and the benefits of immunization and especially promote 
improved infant feeding practices, adequate maternity leave and support services. 

— Rotarians in the media can spend more time on helping to spread the word on the 
benefits of low cost child survival and development techniques. 

~ Rotarians in government can ensure that child survival goals are established and 
implemented. 

Second, in the context of each Rotary Club and in the special context of the massive 
expanded programme on immunization and of diarrhoea management in India, permit 
us to suggest your full support to the following: 

- Social communication and social marketing: There is a difference between 
commercial marketing and social marketing but the techniques are essentially the 
same. Commercial marketing relates to a product or a service. Social marketing 
relates to an idea. An aggressive support of social marketing of the idea of 
immunization and the practice of oral rehydration therapy is required and we 
would be glad to work with you in support of the government programme in this 
connection. 

~ As the Government's national scheme for immunization takes hold progressively, 
district by district, the Rotarians and their clubs can offer valuable support in 
communication, promotion, logistics, management and training. 

~ Your organization is already committed to eradicate polio. You can pledge right 
now that while the Government dedicates its resources to the other 5 antigens, you 
provide all the money and the vaccines required to eradicate polio within the 
current expanded programme on immunization. We know for sure thatit is better to 
deliver all the six as part of one schedule than it is to attempt to deliver each 
separately. The separate approach costs more money and more time and if not built 
into a system which is sustainable will inevitably have to be repeated at greater cost 
and therefore with increased taxes. 

~ The solution to dehydration resulting from diarrhoea is in every home. However the 
awareness is not. Individually as Rotarians and collectively in your clubs you can 
support diarrhoea management through commercial as well as social channels. The 
solution is simple. It mixes salt, sugar and water. 

- You can become more active through commercial as well as social channels in the 
promotion of infant feeding practices. You can support and protect breastfeeding. 
You can help to change hospital and clinic practices. You can strive for truth in 
advertising. 

— As individuals and in your clubs you can help to create still more corporate allies for 
improvement in the quality of life of children. The future of the country in many 
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ways depends on the future of business. However both absolutely depend upon the 
future of human resource development and this begins with children. 

— Finally in order to be effective permit us to suggest that in each district, each state, 
and at national level, Rotary name one Rotarian to be the focal point for contact 
with the Government and with others on the expanded programme on immuniz- 
ation. In a national effort such as this, focal points such as we are suggesting will 
make communication more cohesive and policy application more easy. 

In conclusion, let us remind ourselves that present knowledge holds out the means to 
provide for the first time, a basic minimum protection for the lives and growth for all of 
the world’s children—to do so at a very low cost and in a very short time. 

The opportunity to apply what we know is now. With the support of political leaders, 
health services and all other branches of government, of community workers of many 
kinds, the mass media, school teachers, religious leaders, community organizations 
(like Rotary), and organizations of women, of employers and trade unions, the opport- 
unity can become real. 

If this opportunity is taken, then the years ahead could see the achievement of one of 
the greatest goals which mankind has ever set for itself: the protection and 
development of the lives and health of all of its children. 

If that opportunity is not taken, then our generation will be rightly stigmatized as the 
one which failed to protect the hard-won progress of the post-war years and which 
presided over the co-existence of unprecedented financial and technical capacity and 
continued malnutrition, stunting and death of millions of its vulnerable citizens. 


3.29 Strategy for social development 


rE is good to be among fellow civil servants. We shall try not to go 
into ponderous questions about theories of development and aspects of social 
structures which, however valid, differ in their relevance to particular situations. We 
would rather base our observations on experiences in different parts of the world, 
prominently including India, in working with people for their development. We shall 
try to relate some experiential lessons to the social development ambitions of India as 
reflected in the current national development plan. Our main purpose would be to 
share our reasons for hope and to convince that they are justified. 

One could sense for some time past a steady increase in the weightage given in the 
planning process for social development. We in UNICEF are glad that the Seventh 
Plan accords far greater priority to the social sector, and to children in particular, than 
perhaps in any of the previous five year plans. This inference is based not only on the 
decidedly higher financial outlay on social services both in absolute size and as a 
percentage (16.3 per cent) of the total public sector plan outlay; but also on the 
understandably ambitious physical targets for the social sector and in particular the 
aims related to infant mortality, maternal malnutrition, female education, supply of 
safe water and several related human concerns of the highest priority. 

Some of the most resilient ideas on self-reliant development have come from India. 
And, beyond these insights lie a wealth of under-utilized development experience 
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and institutional infrastructure, derived from nearly four decades of development 
effort. 

We believe there is a broad agreement that, in view of the prevailing social structures, 
economic conditions and political equations, the development effort is likely to be 
dissipated if not miscarried, unless the disadvantaged sectors and under-served areas 
are disaggregated for the purpose of meeting their basic needs on discriminatory 
priority. Everyone knows, for example, that malnutrition is a problem not so much of 
aggregate food availability as of individual and group deprivation. We would argue 
that our first concern, in this context, must be the children of the poor. 

There is also a growing consensus in India and abroad, on the need for a set of 
complementary strategies to be applied in a concerted way—increasing employment, 
meeting basic needs, reducing inequalities of income and wealth and of status and 
opportunity, raising the productivity of the poor. This again implies that the political, 
economic and socio-cultural sectors must develop in even step. 

It has been said that development, in its truest sense, is a profoundly political 
process. We would add that it is, above all, a human enterprise. It has to be based on 
social learning approaches that empower communities as the prime movers of the 
development process. Other approaches have, as you know, been tried and found to 
frequently fail to meet the needs of the poor. It can, of course, be argued that 
development strategies fail because they go against the grain of prevailing social 
structures. We submit that it is mandatory for the civil service to identify and 
implement, maybe in incremental stages, such strategies as would work on behalf of the 
poor, despite an apparently uncongenial social environment. 

Tomorrow may be too late: Let us illustrate the point in a real life context. The needs 
of the children of a poor community cannot wait until the social-economic status of 
their families is elevated over a period of time by successful development process. By 
the time results appear, the young child would have become an adolescent, with his 
physical and mental growth diminished, his opportunities for acquiring knowledge 
and skills substantially denied, often irretrievably. In fact, in many developing 
countries including India, a tenth of the infants born do not live to see their first 
birthday. And of those who survive only a fraction grow up in sound health to become 
productive and socially useful citizens. Distinguished scientists and social scientists of 
India have helped our understanding of this situation. 

Can we reverse this grim human situation, which exists right in the midst of 
impressive technological and even economic progress? We would argue that we could, 
fairly quickly, by harnessing the very technologies that are available but not yet pressed 
into the service of the poor and their children. This needs organized effort, raising 
people’s awareness, releasing their initiative and mobilizing the resources of the family 
and of the local, national and international communities. 

Human and material costs: Before we suggest specific examples of feasible action, let 
us anticipate a question from the economists among you: Whether a developing 
country, where income is always trying to catch up with expenditure, can afford the 
resources required to bring the range of basic services to all the children who are 
presently denied them. Our answer is in the affirmative and would be threefold: 

— First, by comparative measures of cost, not much investment in financial terms 
would be required to assure the basic developmental needs of all children. 
Experience has shown that social strategies, as well as technologies are available so 
that, in a country like India, the essential needs of all children could be met well 
within one per cent of the country’s gross domestic product. For example, if some 
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method could be found to cover the whole country efficiently with the Integrated 
Child Development Services (which now extends to over a fifth of the 5011 
administrative blocks), the total cost would be two-thirds of one per cent of the 
gross domestic product; 

— Second, can the country afford not to make an investment of this order? The answer 
is obvious, because the cost is escalating by the hour in human as well as monetary 
terms; and 

— Third, to pursue the economic argument, I would quote Kenneth Galbraith, an 
economist known to India: “A dollar or a rupee invested in the intellectual 
improvement of human beings will regularly bring a greater increase in national 
income than a dollar or rupee devoted to railways, dams, machine tools or other 
tangible goods.” We would only add that the earlier the investment is made in the 
life of a human being, the greater the yield. 

In addition to the physical targets set for social services, there are several other 
aspects of current policy that we perceive as supportive to the children of the poor: 

— The expansion of the communication network which opens up possibilities of a 
interaction with the hitherto unreached, and of expanding the horizon of education; 

— The recognition of the increasing role of women in development; 

— The well-defined involvement of voluntary agencies in different fields of social 
development; and, 

— An attempt to enhance the effectiveness of poverty alleviation programmes so that 
the benefits do reach the intended population. 

Disaggregated approach: We would now like to touch upon a critical question: 
whether the social ambitions of the Seventh Plan are feasible? We think that our 
function as civil servants is to try and achieve the goals rather than speculate on the 
outcome. Here we would like to suggest, some ideas in relation to the professional 
responsibility of development administrators for the well-being of the people, 
especially children, within their jurisdiction. India is a large country consisting of small 
communities. And for reasons which we shall clarify shortly, we would like to focus on 
these small communities rather than on the aggregate national population. 

For example, could the district level administrator ensure (and be supported to 
ensure) that every infant and pregnant women are fully immunized, taking advantage 
of the public policy and planned aim of universal immunization? We should think that 
resources would not be a problem. What is needed is communicating with mothers to 
the point they demand and fulfilling that demand readily and fully, pressing into 
service not only the government health system but mobilizing every possible 
government and non-government channel for delivering the service. 

To take another aim not less important in any way, the biggest contribution to infant 
nutrition and health comes from breastfeeding which seems to have suffered a setback 
at any rate in the urban areas. The reasons are many and have been well-documented. 
Could development administrators assume a dynamic role in promoting this natural 
and traditional practice, by aggressive advocacy through every available channel of 
communication, as well as through regulatory measures included in the national code 
already approved by the government and awaiting legislation? 

To cite another example, it is known that the enrolment and retention of girls at the 
primary school lags far short of boys who themselves drop out at a disquieting rate. It is 
also known that some states and some areas within them face this situation as a chronic 
problem. We think it would help if the development administration approaches the 
problem in a disaggregated manner, isolate the causes and respond with the help of the 
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local community in a variety of forms. There is no shortage in India of successful 
experiments in this regard. 

Community to decide: We would very much like to benefit from your own views in 
this regard, because you play a crucial role in determining the success of the social as 
well as economic goals. Our own response is that the targets could be achieved if the 
civil servants, particularly those at and below the district level readjust their strategy — 
as some are already doing—to view development as a process rather than a series of 
events, Fulfilment can be found not so much from completion of activities (which are 
of course necessary) as from improving the well-being of the people (which is often 
forgotten). We must see the community as the principal decision maker rather than as 
the beneficiary. Our experience of working with poor communities shows that 
development has to be defined in holistic terms, and not merely in terms of growth or 
welfare. Its goals are simultaneously growth, well-being, equity and participation. It is 
more productive to work with people than for them. And it is important to shift the 
focus from the capital cities to the local communities. The people are not at the 
periphery, nor are we at the centre. The civil servant’s role is that of a development 
facilitator rather than a development leader. 

It is also our experience that lateral integration of government institutions is 
necessary at the local level. And, linkages have to be strengthened with cooperating 
agencies. This has become crucial because development is no more a uni-dimensional 
concern of economics but an interdisciplinary enterprise. The ethos of the inter- 
relationship has to be federal rather than hierarchical. The accent has to shift from 
supervisory efficiency (which is still important) to organizational capability (which 
makes all the difference). 

More persuasion than authority: Decentralized decision-making, in the sense of 
devolving the responsibility to the local community, has to be encouraged, as well as a 
systemic perspective on the development process. The key actor from among 
government administrators would be the middle manager. And the managerial role in 
social development involves co-ordination of activities across organizational lines— 
relying more on persuasion than on authority. Whatever authority derived from non- 
development administration could be harnessed in support of the people’s central role 
in development. 

Inrelation to children there are five inter-related fields of action, all of which together 
ought to be a central concern of development administration: 

— the child and law; 

— the child and health; 

— the child and learning; 

— the child and nutrition; 

— the child and the environment, including the family. 

The child’s development will be underwritten when the preschool teacher, the water 
supply technician, the sanitarian, the community health worker and the nutrition 
promoter understand each other and start to work together with the mother and the 
family for the same child at the same time. How to make this happen is the crux of 
social development in its basic elements. After all it is children who give us—the 
adults—the most meaningful opportunity to learn from our past and to begin anew. 

Present knowledge holds out the means to provide for the first time a basic minimum 
protection for the lives and growth of all children—to do so at a very low cost and ina 
very short time. 

The opportunity to apply what we know is now. With the support of political leaders, 
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and practically every branch of government, of community workers of all kinds, the 
mass media, school teachers, religious leaders, community organizations, and 
associations of women, of employers and workers, the opportunity can become real. 

If this opportunity is taken, then the years ahead could see the achievement of one of 
the greatest goals which mankind has ever set for itself: the protection and 
development of all its children. 

If that opportunity is not taken, then our generation will be rightly blamed as the one 
which failed to protect the hard-won progress of the past four decades and which 
presided over the co-existence of unprecedented financial and technical capacity and 
continued malnutrition, stunting and death of millions of its vulnerable citizens. 

The choice is ours. 

In conclusion, let us paraphrase Mahatma Gandhi’s words in one of his letters 
toa friend: “I will give you a talisman: Whenever you are in doubt, try the following 
expedient: recall the face of the most helpless child you may have seen and ask yourself, 
if the step you contemplate is going to be of any use to her. 


3.30 A mid-year view 


T sheer magnitude of the task facing the region as a whole, in- 
cluding UNICEF, precludes any generalized statement of progress. There is 
encouraging advance in particular directions which lend themselves to measurable 
results—such as immunization coverage. But even in a programme like immunization, 
which has picked up momentum in the past two years, it will be some time before 
community protection against the immunizable diseases can be seen to have been 
established. Also, whatever success that is currently being registered, represents a 
build-up towards a breakthrough rather than a culmination. For, beyond the Rubicon, 
lies the need to maintain a continuous service delivery system—durably supported 
technically, financially, logistically and organizationally. This alone would assure 
long-term success; because, unlike smallpox, childhood diseases cannot easily be 
eradicated, once and for all. 

That brings us to the ultimate need to decentralize even the immunization 
programme to allow small units of population, such as village clusters and towns, to 
ensure control of disease through immunization—using their own information, 
targets and plans of action. A major attraction of a decentralized disease control 
mechanism would be the accuracy and completeness of information and therefore a 
greater possibility of achieving and demonstrating disease control. 

With this preface we are happy to report promising progress in Sri Lanka towards 
universal immunization by probably the end of this year. A comparable pace of 
progress may be expected in Mongolia which is well advanced except in respect of 
tuberculosis and poliomyelitis; in the greater Kabul area of Afghanistan from where 
dramatic progress has been reported; in Bhutan which has reportedly registered 2-5 
times the 1984 coverage; and in Maldives which is closely following in the footsteps of 
Sri Lanka. Nepal is facing the twin problems of difficult terrain and limited finance, yet 
the target of universal coverage by the end of the decade has not been given up. 
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In India, a realistic phasing of the programme, as well as a dual approach to it, is 
bringing is slow but steady returns. The 30 districts, out of the 400 odd, taken up last 
year for accelerated coverage have already reached an impressive, though as yet 
inadequate, level of about 70 per cent—even as another 60 districts have been taken up 
for similar intensive attention and the rest of the country moves forward as part of the 
ongoing national programme. 

Rationale for strategy: We must mention here the rationale of our strategy for the 
largest aggregate in the world of un-immunized children. The size of the population in 
India eligible for primary immunization each year is some 25 million women and 23 
million infants. The aim is not, it cannot be, to hit the hundred per cent coverage as fast 
as possible, but to do so in a sustainable manner and to the point when disease is 
demonstrably controlled. On the one hand, the infrastructural capacity of the whole 
country is being strengthened as never before, mainly by ensuring the cold chain, 
enhancing the capability of health workers through training and building up public 
awareness and demand for the service. On the other hand, areas with the capability of 
achieving universal immunization earlier than elsewhere are identified for 
acceleration—through improved logistics and management for optimal use of 
available resources and cost-effective implementation, with only incremental inputs 
added. Wherever possible, the faculty, interns and students of medical colleges are 
involved, some 50 colleges presently. Wherever possible, the areas for acceleration 
coincide with projects of convergent services like the Integrated Child Development 
Services (ICDS), as in some 100 blocks out of 600 odd selected so far. This is the 
strategy by which costs are kept down, immunization coverage is built up on a 
sustainable basis and immunization is made part of a package of services and 
prevented from becoming another vertical and therefore fragile programme. 

We have mentioned immunization first because it lends itself to be achieved relatively 
quickly and surely, given the resources, a spread of awareness of the need and an 
informed and alert public. The message is clear, however, that child survival has miles 
to go beyond successful immunization. For example, the infant mortality rate in 
plantations in Sri Lanka does not tend to fall (below 60 or so), in spite of universal 
immunization. And this experience might well repeat in parts of other countries. Not 
only diarrhoeal dehydration but also respiratory infections and a complex combin- 
ation of many poverty-related factors, seem to explain a large number of infant and 
child deaths in the region. And the country programme approach that we follow is 
flexible enough to stimulate response, fairly quickly, to the actual needs of the country 
as a whole, irrespective of UNICEF's own capacity to cooperate in particular 
programmes. 

We have a well thought out strategy in support of national diarrhoea management 
policies in each of the countries in the region. The most recent relates to Mongolia 
where childhood diarrhoea has, for a variety of reasons, not received the health care 
response otherwise available in that country. There is a recommendation by the 
Executive Director for a modest commitment from general resources, specifically 
centering on home-based diarrhoea management in Mongolia. Some 60 per cent of 
infant deaths there are due to fatal dehydration from mismanaged diarrhoea. The 
infant mortality rate in the country is 50 per thousand live births. Here as well as in all 
theother five countries of the region, it is expected to build up the public awareness and 
confidence to a level that would bring down childhood deaths from diarrhoea at least 
by half by the end of this decade. 

We wish a similar prospect could be foreseen in relation to, say, acute respiratory 
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infections, which seems to be more widespread in the region than earlier reckoned. A 
mobilization of consciousness is called for before a decisive programme can be made 
out of the relatively modest components in existing plans of UNICEF cooperation. 
And, we are at it. 

Maternal malnutrition: We would say, in the context of South Asia, that child 
survival is even more than bringing down the infant mortality rate and the child 
mortality rate. For, a fairly extensive study recently completed in different rural and 
urban parts of India seems to show that birth weight is a major determinant of child 
survival. And consequently, the number of still births—which do not enter the infant 
mortality rate based on live births!—is disturbingly high at 29.3 per thousand 
deliveries. A range of issues is thrown up by the statistics of birth weight and still births. 
Over 700,000 still births might be occurring in India annually and over 7 million infants 
born alive have a birth weight below 2500 gms. We are face to face with the doubly 
poignant problem of maternal malnutrition. Unfortunately, there are no quick or easy 
solutions. However, the policy and programme implications are clear. They relate not 
only to medical technologies but also social policies, and change of human behaviour 
through education and communication. The first pregnancy should not be below 20 
years of age, the inter-pregnancy interval should be more than two years, every mother 
should be helped to go to term with not less than 8 gms of hemoglobin and 40 kg of 
body weight. Thus the risk care approach in which more care is available for those at 
greater risk, becomes a key to maternal and child health. 

Which is why each country programme in the region gives high priority to correcting 
nutritional deficiencies like iron, iodine, vitamin A and others and to basic facilities like 
safe drinking water and essential sanitation. Concurrently public health programmes 
have to include screening during pregnancy, food supplementation, adequate rest and 
antenatal care including tetanus toxoid immunization. It is not cost effective, nor 
ethical, to moderate the priority for any of these preventive measures in the primary 
health care approach; for health care to babies with low birth weight, such as can be 
made available, can never be adequate. This is the rationale behind the main objectives 
of UNICEF cooperation in nutrition—the prevention of malnutrition during pregn- 
ancy and the first 2-3 years of life. 

Extensive malnutrition from insufficient energy and protein is endemic in the region 
which accounts for about a third of all those in ‘absolute poverty’ anywhere. 
Malnutrition seems extensive even in areas like Sri Lanka and Kerala known for 
impressive levels of the “physical quality of life.” That this is remediable in view of 
overall foodgrain self-sufficiency lends another element of urgency for action, in a 
country like India. Access to essential foods is a matter not only of ameliorative 
policies and economic trends but also of social and economic structures which abet 
poverty. Our efforts, in this direction, necessarily concentrate on advocacy. 

Threshold of a breakthrough: We would like, in this context, to mention the efforts we 
have so far made to control iodine deficiency disorders. From the information 
generated by our investment in the inter-regional support to IDD control, it is seen that 
the spread of the disease is extensive, the degree of prevalence varying from 30-80 
per cent in Bhutan, 20-100 per cent in Nepal, and 10-70 per cent in India to, maybe, 20 
per cent in Sri Lanka, involving a total 40-50 million people and resulting in anything 
up to a 15 per cent incidence of neonatal hypothyroidism, bordering on cretinism. In 
the past year particularly, the countries have reached the threshold of a breakthrough, 
building upon the uneven progress of the preceding years. Thus recent surveys in Nepal 
show a substantial reduction in IDD prevalence and, apparently, an absence of 
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cretinism below 10 years of age. This result has been achieved at modest cost by 
supplying iodinated salt during the preceding decade. In Bhutan arrangements have 
been made to iodinate all the salt at the point of entry into the country and, as partners 
of the government in this endeavour, UNICEF is hopeful that in the next 5-10 years 
severe forms of IDD will be eliminated from that country. Similarly it is expected that 
the worst affected states of India like Uttar Pradesh and Bihar, if not the entire country, 
will be consuming iodinated salt exclusively—before the end of this decade. 

The control of iodine deficiency illustrates the fact that taken together the South 
Asian region has the potential to be technologically self-reliant. For example, the salt 
iodinating process is increasingly in vogue. Iodinating plants are being fabricated. The 
iodine level in the human body is being measured by radio-immunoassay. And a whole 
series of laboratory tests and industrial quality control techniques is regionally 
available. 

Regional cooperation: This illustrates the context in which UNICEF is currently 
seeking to promote a new dimension to South Asian Association for Regional 
Cooperation (SAARC), formally launched last December after two years of encourag- 
ing experiments in limited cooperation. This new dimension relates to child health 
and development. The SAARC region holds a billion people including some 400 
million children. Can the national capacity to ensure the well-being of these children be 
enhanced through regional cooperation? Many of their problems have a common 
origin and call for similar responses, particularly when it comes to using available, 
simple, inexpensive and indigenous techniques. In many respects the resource 
endowments of the SAARC countries are complementary, when not common. 

The global picture of child survival and development can be changed substantially, 
only if the prospect for the child in South Asia brightens, only if the disparities between 
the region and other regions, between countries in the region and between areas within 
each country are reduced; only if the time lag between establishment of different 
programmes for children is curtailed; and only if there is increasing self-reliance within 
the region as well as within each country. 3 

Community mobilization: The one lesson of the UNICEF experience of 40 years 1s 
that the focus for the spectrum of services for children must fall on the local 
community. The main means for effective service delivery is to mobilize the local 
community, empower them with knowledge to be self-reliant and to demand of the 
public service system what is expected of it. Earlier we alluded to this criterion even in 
the case of a straightforward programme like immunization. However this ambition is 
feasible only with strong political support flowing through national policies, plans, 
programmes and budgets. It is our hope that regional cooperation will strengthen the 
texture and commitment of the political support. If our anticipation is justified by our 
current efforts, we should be able to report specific results this time next year on the 
subject’ of South Asian cooperation for the children of the region. : 

Coming up for approval is the Bhutan Programme of Cooperation 1986-91. This is a 
follow through of the 1981-85 Plan of Operations which has given the government as 
well as UNICEF the confidence that social services could be built up on behalf of the 
child, to an essential minimum by the turn of this decade and to a respectable level in 
the following ten years. As we noted earlier, immunization is picking up fairly fast. The 
control of iodine deficiency is in the cards. The primary health care network 18 
expanding into the interior. A variety of specific interventions is taking place for basic 
nutrition. Community water supply schemes and environmental sanitation have 
benefited from some of the lessons learned the hard way. The low level (around 25 per 
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cent) of primary school attendance is steadily increasing. A diarrhoea management 
plan is being implemented. Health education has been taken up in earnest. The role of 
women in development has been redefined and is being strengthened. In each of these, 
specific outcomes have been planned—in terms of child survival and development. 
Despite the harshness of climate and terrain, the problems are tractable and the new 
country programme is expected to help to see Bhutan through a decisive phase of social 
development. 

Throughout the region, water and sanitation are fusing into a single programme 
which, at the same time makes the uneven progress of the two components a matter for 
even greater concern. And, there are questions, coming increasingly to the fore, of cost 
and quality, use and maintenance, utility and effect of the facilities established in 
relation to people’s health and development. In this deeper sense, the water and 
sanitation programme has become, in all the countries, a focus for health education, 
hygiene awareness, social learning and rigorous evaluation. 

Speaking of water and sanitation programmes in relation to health and develop- 
ment, there are some interesting observations by a recent mid-term multilateral 
evaluation of the Kalutara basic services project in Sri Lanka. Water is not a problem 
for the rural poor of Kalutara but water-borne diseases are. The evaluation report 
makes three significant points; the value of moving away from a purely water-and- 
sanitation approach to achieve linkages, through micro-level planning, with pre- 
school education and child survival and development activities. Second, the use and 
influence of the existing UNICEF links with a variety of national and local agencies in 
government and outside. This argues the benefits of multilateral channels of assistance 
even for sources of bilateral support, without additions of manpower. And third, ad hoc 
funding of “supplementary” projects-impedes implementation as well as forward 
planning. 

Three proposals for supplementary funding for Sri Lanka are for approval—to 
strengthen the package of services in the Kalutara and Nuwara Eliya districts, to 
elevate the content, quality and outcome of formal education at the primary level, in 
particular areas known to be affected by chronic malnutrition. 

In India, it has been possible to provide at least one perennial water point at over 80 
per cent of the 231,000 “problem villages” across the country, and to ensure that about 
80 per cent of the handpumps are in working order. This is great progress in relation to 
the drought years in the late 1960s, a transformation in which UNICEF has played a 
pivotal role. All the same, the problem needs to be looked at another way: As of today, 
the number of people who have access to safe drinking water, and therefore freedom 
from water-related diseases, may be less than half. And, the proportion of rural people 
with rudimentary sanitary facilities may be between one and two per cent. What can be 
done for poor people who do not have either the awareness or the means to provide 
themselves with sanitary latrines, or even to protect themselves against hookworm 
with a pair of sandals? Unless something is done, and done soon, disease control, 
especially for vulnerable children, would remain a distant dream. 

Social communication: The best approach we know of, is again, through social 
communication, community organization and social learning leading to change in 
attitudes, priorities and practices. There is no practical alternative. And, we have to 
accept this as the main option, not only in water and sanitation, or in immunization 
and diarrhoea management, but equally across the whole spectrum of social 
development of low-income groups, in rural as well as urban settings. 

This brings us to the diverse and extensive channels of communication that are 
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pressed into service at different levels: policy makers, health educators, project 
managers, frontline workers and the people themselves, prominently including the 
poor and the illiterate. There are today, over 10,000 women’s groups listening to and 
discussing weekly radio broadcasts on preventive health care of infants in India. 
UNICEF cooperation with the Federation of Indian Chambers of Commerce and 
Industry has led to several promotional sponsorships, such as that of a communication 
project by one constituent company, now accepted as a community education model 
for adoption by some 160 other companies across the country. A joint public service 
advertising campaign on leprosy control between UNICEF and Tata Steel has just 
received the Pegasus award for excellence in advertising. Even more important has 
been the reader response to this advertisement series, from over 5000 persons—from 
leprosy workers to film actors—representing an awakening of public awareness. The 
Bharat Scouts and Guides Association with whom UNICEF works closely, earned an 
international scouts award in 1985 for incorporating child health technologies into its 
own programmes. India’s National School of Drama has founded a public service 
theatre cell to promote local innovative drama centred on immunization, iodine 
deficiency control and the like. 

We would sum up the present yield of our social communication venture in the 
region as threefold: The radio and television network is regularly giving substantial 
and increasing coverage to issues related to child health and development. Second, the 
press is increasingly alive to the child as a factor of development, and not just as an 
object of sentiment. And third, more and more medical professionals, including their 
associations, are persuaded, by the self-defeating nature of an exclusive pursuit of 
individual curative care, to pay attention to preventive health in a community 
perspective—particularly in relation to children. Other professions and groups too are 
similarly readjusting, however slowly, their traditional attitude to children, towards 
one of greater social responsibility. Thus the momentum built up over the past few 
years in the region, is yielding result through a variety of partners in different fields of 
activity, using a variety of media, methods and messages. 

Burden of illiteracy: We feel impelled to mention here a deeper concern—related to 
the field of literacy and education. There are territorial pockets of impressive levels of 
literacy in the region, but the avowed goal of universal literacy, as a precondition to 
widespread education, is not yet in sight. Along with Africa, South Asia accounts for the 
bulk of the world’s illiterates. We are unable to report any dynamic pick up in adult 
literacy, which is organically linked to the motivation of poor parents to send their 
children to school regardless of domestic constraints. Even the steadily increasing rates 
of primary school enrolment have to be read with less highlighted aspects like high 
dropout, ill-equipped schools, semi-trained teachers, insufficient funds and particular 
backwardness of low-income areas, classes and castes—and, worst of all, of girls and 
women. This remains a point of the highest priority for UNICEF advocacy in the 
region and, within our smaller limits, for UNICEF programming as well. 

We have reported successive refinements to the monitoring function in relation to 
UNICEF India country programme. The programme assessment tables, now fully 
computerised, express quantitative and qualitative information in terms of planned 
financial inputs, physical targets, expenditures actually incurred, and physical outputs 
achieved within the time planned. This consolidated experience, recollected at the end 
of the annual cycle is the foundation on which the work plan for the new year 1986 has 
been prepared. Without going into technical details, we would state that, unlike the 
pattern of previous years, when available resources could not be fully absorbed, a 
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better balance between supply and demand is possible—reflecting better planning. For 
example, qualitative assessments of physical accounting has led to course corrections 
in several programmes, leading to more balanced progress as between capital-intensive 
hardware and labour-intensive building of capacity and awareness, and also between 
different components in the programme package. We consider these improvements in 
the application of the integrated programme planning system as but the beginning. 

The Government of India has just completed a three year exercise, supported by 
UNICEF, resulting in a massive compilation: Child in India, a Statistical Profile. This 
publication will form the basis of an ambitious project by UNICEF India to build a 
child-related data base. It will be reclassified to suit our priorities as well as easy 
retrieval and reference. In addition, we are trying to build up, in cooperation with the 
Government of India, a child monitoring system aimed at measuring the status and 
changes in child survival and development over time, in terms of selected sensitive 
indicators. 

We would like to conclude by stating our conviction, born of collective as well as 
personal experience, that social development of poor groups happens through changes 
in the climate and structure of small local communities, as a result of their own 
involvement. That this paramount aim should be permitted to be achieved is the 
meaning of the UNICEF advocacy at the political, professional and institutional 
layers of society. Our partly successful search, in the region, is for the building blocks of 
a durable, community-rooted delivery mechanism at the local level which provides 
universal access to the range of essential services from immunization to early 
childhood stimulation. 


4 Child Births and 
Deaths 


4.1 Fewer deaths, fewer births 


HE first of all the factors that determine the size of a family is the per- 

ception of the parents about the ideal number of children they should have. 
The poorer their circumstance, the more difficult the decision, the greater the need to 
look beyond the uncertain present into an unknown future. 

Family size is the surviving strength in terms of grown up children. How many 
children are to be born is within the control of even poor parents. But how well they will 
grow is not. They may not live beyond the first few months or years. The freedom to 
make an informed choice in planning the family narrows as poverty deepens. There is 
however no option for the poor, for whom a surplus of fresh human stock is the only 
tangible capital that can be invoked. This, in outline, is the poignant story of child 
births trying to catch up with child deaths—a race that results in a steady rise in the 
number of lives and a parallel decline in the quality of life. Such is the quandary facing 
millions of families and therefore scores of countries. 2 

Basic needs and family size: Poverty does not vanish merely because family size is 
small. That, in any case, is the experience of the poor. So they assume, and not without 
logic, that the larger the family the better its chances in coping with the environment of 
life, It is pointless to try to prove the poor wrong—for, insights into the logic of living 
are as open to them as to others. Rather, the value of a small family for enhancing the 
quality and meaning of life, must be seen by the poor in their own lives, for them to 
believe in it. This represents the unmet challenge to public policy in all the countries 
bulging with population. 

Experience has repeatedly shown that attempts to lower the birth rate cannot be 
separated from the basic needs of the people who account for the high rate—their 
needs in essential nutrition, basic education, primary health care, shelter and 
sanitation, and to sustain all these a social environment supportive of employment and 
equity. In this matrix of basic needs and services, the priority, in terms of time and 
value, belongs to the protection and care of children born and being born. The 
argument is experiential as well as ethical. 

The equation between child deaths and childhood diseases on the one hand and 
births on the otheris a permanent part of parental consciousness, yet it is weakly linked 
in the theory and practice of public policies. Seen in the aggregate and as peculiar to a 
class of people other than one’s own, nagging intellectual doubts persist. For example: 
Fewer deaths make a population to rise, so how will further reduction stabilize the 
number? Even if it does, will it not take too long for the good of the process of 
development? For their part, the poor too are entitled to ask: What if deaths decrease, 
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and births too, but not disease? The answers belong together; for, in the interplay of the 
many factors that affect child health and influence the fertility rate, one set of them 
cannot be isolated from the others and tackled independently. 

Reasons for spacing: In communities where child health has improved and infant 
mortality reduced, it has been easier to have birth spacing accepted. Longer intervals 
between births are the first step in the voluntary way to a small family. Birth spacing 
provides the breathing space for a couple to make up their minds. This is the time when 
public services and community support can demonstrate the familiar message that the 
health of both child and mother will be better with fewer and well-spaced births. A 
change in parental perception is the foundation of policy success. 

Recent studies in several countries show a close correlation between improved child 
health and a reduction in the number of births. Expectedly, the per capita expenditure 
on food decreases as the number of children increases. This apart, birth spacing has a 
positive impact on the duration of breastfeeding and the degree of maternal attention. 
The rates of infection are probably lower among children more widely spaced. 

In a short birth interval, both the older child and the one born after face serious 
problems. The former is taken off the breast earlier, mostly because of the new 
pregnancy. Mortality is found to be much higher among those weaned ahead of 
normal time. A child born before an interval of less than two years is more likely to be 
malnourished than the child who was two or more years old before the next child was 
born, especially in poor families. The child born after an inadequate interval is also not 
spared. Maternal depletion on account of short spacing probably explains the 
diminishing birth weight generally associated with higher order births beyond four or 
five. Intelligence scores too seem to be significantly lower in short birth interval groups. 

A recent analysis by the World Fertility Survey in 29 countries found that children 
born after intervals greater than four years had less risk of mortality than those born 
after intervals of two years or less. These correspond to earlier findings by WHO 
studies in India and elsewhere. A Princeton University research covering some 25 
developing countries reveals interesting results: If all births were spaced at least two 
years apart, infant mortality can be reduced by 10 per cent and child mortality 
(between one and four years) by 10 per cent, for this reason alone. 

Beyond argument: Arguments do not convince the poor, only a visible change in the 
context of their lives can, Policy makers who seek to promote the small family norm 
have a moral responsibility to give that child who is allowed to be born the maximum 
opportunity for full development. It is not enough to see that the birth rate graph 
comes down, but simultaneously interventions to prevent morbidity and mortality of 
infants and children must go up and become part of the same programme as family 
planning. And the concept of health promotion must go beyond the health sector to 
meet the threat to child life from wherever it comes, be it maternal malnutrition, 
infectious disease, iodine deficiency or water pollution. 

The process of improving child survival starts with the parents as much as the 
decision to have fewer births. Services in family planning and maternal and child care 
delivered to a passive community may not be the best way to optimal results. The 
“provider” approach neither gives the people the certainty that the present is secure, 
nor does it help to establish a link between current progress and future well-being, nor 
for that matter does it give people the confidence to intervene and control the 
environment of their lives. Whether the health and family planning services are rooted 
together in the community determines their durable success. Development—centered 
on the people and with a focus on maternal health, adequate attention during delivery, 
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and the survival and protection of the child as its leading edge—is, perhaps, the best 
contraceptive. 


4.2 Towards birth spacing 


VERY country tries to find an equation between population and develop- 
ment. Translated to the field of UNICEF concerns, this implies the linkage 
between birth spacing and child health. We seek, through this discussion to clarify the 
relation between birth spacing and child health; to build a consensus on what UNICEF 
should advocate; and to explore how UNICEF programmes could foster the linkage. 
We start with some basic facts. The annual addition of over 14 million to India’s 
population is even more than thatin China. The birthrate has fallen from 36.3 for 1971- 
73 (3-year average) to only 33.3 in 1978-80—compared to the (earlier) target of 25 by 
1980. 

During the decade 1971-81, nearly 23 million children were born each year. Of them 
over 2.5 million died before the first birthday. Not all the survivors had the opportunity 
todevelop. The National Nutrition Monitoring Bureau estimates that only 3 million of 
the 23 million would live to be truly healthy. 

UNICEF perceptions: The State of the World’s Children Report considers birth 
spacing as a key concern. UNICEF supports the WHO view that mother-and-child 
health services should include family planning services. Family planning services are 
much less effective when provided without adequate attention to the rest of the support 
system for responsible parenthood. As UNFPA and others are active in family 
planning services, UNICEF focuses its efforts on assisting the related activities rather 
than family planning as such. 

The 1985-89 India programme of UNICEF cooperation mentions, as an objective, 
the encouraging of birth spacing through basic services to reduce infant mortality 
along with services for family planning. This objective is implied in the descriptions of 
programme content in the Plan of Operations. 

Programme performance: Right from the first five year plan, the ‘urgency’ of family 
planning was recognized. Clinics were established in the Fifties and the early Sixties 
both in urban and rural areas. Realising their limited range an extension wing was 
added to them, enormously increasing the network of workers at many levels. Around 
the mid-Sixties, a massive programme to popularise intra-uterine devices was 
launched. This was followed by the ‘cafeteria approach’ involving monetary incen- 
tives, mobilizing other arms of the administrative machinery for family planning work 
and goading field workers to achieve predetermined targets. In the early Seventies 
recourse was taken to mass vasectomy camps along with enhanced incentives and 
massive publicity, The element of compulsion tried in the second half of the decade was 
politically unrewarding. The term family planning was changed to family welfare. The 
1985-86 central budget allocates Rs. 5000 million for family welfare. The programme is 
voluntary and the main strategy is persuasion. 7 

As of 1984, over 29 million couples were effectively protected, out of the 124 million 
eligible couples. The programme has ayerted an estimated 37 million births during 
1971-81. 
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However, the present position continues to be serious in that every year India has to 
provide an additional 1.45 million tonnes of foodgrain, additional 218 million metres 
ofcloth, additional 2.9 million houses and additional 14,400 schools just to provide for 
the new arrivals, not to mention the huge backlog of unmet needs. 

Critical issues: India started family planning earlier than China. However, China 
has registered better success partly because it met the basic needs of the people in 
health, nutrition, sanitation and education before launching intensive family planning. 
The reverse is true of India. The position may be balanced by delivering the services 
simultaneously with family planning services. The operational implications of this 
have to be fully established. 

The experience of industrialized and several middle income countries is that a fall in 
the child death rate is followed (but after an interval of some years) by a fall in the 
birthrate. Would it be possible to compress this time lag by effectively bringing 
together the services for child death control and birth control? 

In countries with high infant mortality rates (such as India), if more babies are born, 
more babies may be expected to die. Therefore, an effective reduction of infant 
mortality implies and involves a reduction of total births. Can we then say that a 
purposeful control of infant mortality unaccompanied by birth control is unrewarding 
in underdeveloped economies? 

It has been established by evidence from scientific studies that spacing of births 
(which implies lowered birthrate) helps to reduce infant mortality. The reverse is 
logical, namely that when mothers are assured of the survival of their children, they 
would accept family planning, but is it true? What are the other factors, if any, 
involved? 

What of the survival and health of the mother? How best to make birth spacing a 
point of advocacy, training and education in various programmes of cooperation 
needs to be explored in depth. 

Birth spacing in particular and family planning in general in India is a progranime 
area which leaves scope for refinement in policy, advocacy and action. The topic is 
gaining political importance with the association of Members of Parliament, for 
example, sponsoring special projects in their constituencies to start with. The 
feasibility of new approaches including persuasive arguments, common channels of 
service delivery, allies in programming and ways of cooperation has to be quickly 
established and acted upon. 


4.3 Child survival and birth spacing 


Uea is among those who believe that it is feasible for India to bring 
the net reproduction rate down to one, and the average family size to 2.3, by the 
end of the century. We are conscious of the challenge this order of change presents, but 
there are several factors strongly in favour of it, not the least of them the voluntary 
initiative of Members of Parliament to bring together, in a common aim, the power of 
the government and the potential of the people. h 

Another important reason which promises success is the growing perception of the 
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small family norm as an integral element of development: human, social and economic. 
More than ever before, we are aware of the two-way relationship between the well- 
being of a family and its size: a small family is able to bring up its children better; and 
conversely when children are well looked after, and seen to be healthy and growing, 
parents are likely to be persuaded not to have more children. 

Experience has repeatedly shown that attempts to lower the birth rate cannot be 
separated from the basic needs of the people who account for the high rate—their 
needs in essential nutrition, basic education, primary health care, shelter and 
sanitation, and, to sustain all these, a social environment supportive of employment 
and equity. Necessarily, the focus of our effort must fall on the low income groups and 
on women and children in particular. 

In essence, therefore, family planning becomes a part of a larger process of people’s 
own decision and development. As we understand, this process is accelerated by 
assisting the more visible—and therefore the more persuasive—elements of this 
ambition, such as the survival, protection and development of children. As you are 
aware, two of the most crucial issues facing the poorer communities of the world today 
are fertility and infant mortality. And these issues are interlinked in origin and therefore 
in their solutions. 

Simultaneous thrusts: But, there is no short cut to control either. Countries like 
China attended to the basic health and nutrition needs of the people before launching 
intensive family planning programmes. In a situation such as in India, these concerns 
are perhaps best promoted simultaneously. It is only through a cluster of mutually 
reinforcing services, that the number of births, and infant deaths, can be reduced. The 
experience of several communities and countries shows that, given the effort, infant 
mortality falls first, followed by a reduction in the birth rate. UNICEF believes that the 
gap in time between these two necessary developments can be narrowed by the 
simultaneous delivery of services related to maternal and child nutrition, primary 
health care and famity planning. 

Earlier than any developing country, India in the 1950s adopted a policy and a 
programme for family planning. The principle of bringing together mother and child 
health services and family planning services at the operational level was explicitly 
adopted from the fourth plan, 1969-74. The concept of family planning has in recent 
years been broadened to family welfare. The impact of the programme has been 
significant in that nearly half of India’s population was subject to a decline in growth 
rate by 1981. But for the programme, India’s population would have been 714 million, 
instead of 685 million, as of 1981. We mention this positive aspect in support of our 
anticipation of a breakthrough in pursuit of the aims of child survival, protection and 
development and birth spacing. 

Elements of strategy: The service infrastructure exists. So do the necgssary 
technology and field experience. At this point of time when India is poised for 4 
quantum jump towards the social development goals set for the end of the decade and 
the century, the family planning services need to be promoted as part of a package of 
services, in fact as an element of a strategy to break the poverty-induced situation of 
which a large family size is just one manifestation. Such a strategy, we submit, should 
include: 
~ education of girls, in a manner that relates learning to living and improved nutrition 

for them; ` 
- vocational training of girls to increase their access to income and technology; 
— preparation for motherhood and birth spacing; 
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— maternal care and protection and development of children. 

A bold beginning: It is against this hopeful possibility that UNICEF, for its part, is 
glad to be associated with the imaginative enterprise shown by the Indian Association 
of Parliamentarians on Population and Development. The ten constituencies which 
are making a bold start can, we believe, set an example to the others in enhancing 
people’s confidence to intervene and control the environment of their lives. Equally 
important, the effort could be a pathfinder in linking at the village level the various 
basic services and, as we said at the beginning, linking the government with the people. 

An ambitious five year plan of cooperation between the Government of India and 
UNICEF has just been approved by the UNICEF Executive Board. We work with 
several ministries of the government in promoting the well-being of women, mothers, 
children and infants, Our concern for women and children implies a direct interest in 
birth spacing and the small family norm. We are therefore ready and eager to work in 
co-ordination with the Government and UNFPA—in support of population and 
development activities by the government, by non-government agencies and by 
parliamentarians who are now taking the lead as unifying forces in their constituencies 
for progress towards the time-bound social goals India has set for herself. 
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5 A Voice for 
Women 


5.1 A lead role for village women 


AJASTHAN is known for its hardy working women who think nothing 

of venturing far out of their villages to fend for their families. It is a little sad, 
therefore, that they live to see many of their children die before completing the first 
year. We refer to the reportedly high infant mortality rate among Rajasthan’s migrant 
communities of construction labour. We have here one dimension of what “develop- 
ment of women and children” is about in a context of rural poverty. 

The UNICEF concern for protecting children naturally leads us to ways of assisting 
mothers and prospective mothers. So we have been cooperating in India, as in other 
countries, towards meeting the needs of both, in health care, nutrition, learning, skills 
training and, more recently, activities related to increasing family income. 
Experience—particularly in Sri Lanka and Kerala—suggests that the relatively high 
proportion of literate women is an important factor in the relatively low infant 
mortality. 

Improving the situation of women requires “programmes” for women as well as a 
review of existing common services in health, nutrition, education and social support to 
take into account the distinctive needs of women. Generally speaking, neither has been 
happening in most developing countries. This is the background in which the global 
UNICEF policy focuses on cooperation in five allied areas: 

— more information on the situation of women as a basis for preparing relevant and 
viable programmes for them; 

— advocacy on behalf of women (and of course their children) from poor commun- 
ities, with sensitivity to the particular cultural, political and social environment of 
their lives; 

—women’s income-generating activities which lead to a reduction in their 
dependency; 

~ increasing participation of women in the life of the community; and finally; 

— feedback on, and evaluation of, the results achieved. 

This approach substantially coincides with the perception of the Government of 
India, derived from 30 years of rather mixed experience with community development. 
UNICEF was particularly pleased that the interests of women began to be formally 
reflected in the five-year development plans. This happened about much the same time 
that the International Development Strategy for the 1980s addressed itself to the tasks 
of social and human development as an objective no less important than economic 
progress. But plans and strategies (however sound they may be) are only as good as 
they work. Our task today is to see that they do. 
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Let us be clear about the full significance of the new emphasis on women’s 
development. Women—illiterate women from marginalized families—cannot be 
limited in their roles to motherhood and to the household. The part they play as 
mothers and wives ought not to eclipse their equally crucial role as economic providers, 
as citizens and as individuals in their own right. We are not suggesting that this view on 
women is novel to India or Rajasthan. We have to give shape to it in reality. And 
UNICEF is hopeful that the “development programmes for women and children in 
rural areas” is an answer to this need—however cautious and modest it may be to start 
with. 

There are several factors that stand in the way of women’s development in a rural 
setting. These arise mostly from habit, custom and ignorance. For instance, most of the 
training of people (in the field of agriculture for example) is traditionally dedicated to 
men while much of the work done on farms in the developing countries is by women. 
Women are more important to children than men, yet their own opportunities to learn 
are considered unimportant relative to those of men. 

A recent study of rural communities in a neighbouring country throws interesting 
light on the neglect of female education. It is neither the cost of education nor the 
conservatism of the parents that is the primary cause of the lower percentage of school 
enrolment of girls. Rather it is the family’s dependence on girls’ labour at home and in 
the fields that is the primary reason for keeping them out of school. An obvious answer 
is to find gainful work, preferably in the home itself for the female adult. 

Again, in rural communities where fewer restrictions have been imposed on women 
by tradition and culture, there is greater willingness to educate girls. As we can afford 
to lose no further time, we have to go beyond educating girls to bring functional 
literacy to the female adult. And this is an important component of the programme 
being launched. Attempts have been made to promote learning by girls and women, 
but results have not been as good as they should have been. We must tackle the reasons 
for this—in the present programme. Aims do not (and need out) change, but methods 
and approaches can. And UNICEF is keen that they do. 

Let us see a couple of illustrations about new methods of tackling old problems: 

Who are the people (women in this case) in need of help? Wisely, the programme 
defines them—as the poorest of the poor and limits its ambition to a modest number of 
families. But how are these families to be identified? One way is to conduct surveys of 
family income and other indicators. Another is to leave the task to the perception of the 
nearest government official or existing institutions of local self-government. It is 
known that these processes take time or are not entirely reliable. Can the local 
community (where everybody knows everybody else) do the selection themselves and 
in the open? Can they go farther and designate, and oversee, the community organizer 
as well? We think the programme leaves room for both. Which is fine, but there may be 
a problem that we are not used to such simple elementary procedures. So the challenge 
the programme poses lies not in its concept nor in the people but in the capacity of its 
managers. 

Once the women are identified for the programme, how are their needs to be 
known?—before they can be met. Luckily the programme does not lay down any 
rigidly uniform procedure for the whole country for this process of understanding. 
For, individual needs and local resources vary with place and time. There needs to be a 
method and a mechanism to listen to rural women as well as to communicate with 
them. They are very intelligent, but generally they are not used to confiding in 
government officials, bank functionaries or even newspapermen. They are ill at ease 
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even when they are approached through existing women’s groups that are controlled 
by the local elite. Which is one reason why the poorest of the poor have themselves to 
come together in small groups and discuss their needs and problems and answers first 
among themselves and then, with those who appear to be helpful. 

So, those who are responsible for the programme have to cultivate empathy for the 
people they are expected to serve, before they achieve communication with them. The 
civil service, in this country or elsewhere, is no longer confined in its role to maintaining 
law and order but is called upon to shoulder development administration, prominently 
including social and human development. The present phase is one of transition and 
adjustment by public servants in preparation for social change. This is the context in 
which UNICEF advocates the increasing association of local voluntary organizations 
in socio-economic programmes. Some of them have a record of useful social work and 
have established an identity with poor rural families. With needed support from 
government, they should be able to help promote the aims of the programme. This 
possibility remains open and should be fully utilized. 

In discussing programmes such as the one we are seized of, the question of 
confrontation between conflicting interests in society naturally comes up. The aims of 
the programme admit of no compromise; but they need not lead to a conflict 
situation—if persistent persuasion by government combines with group pressure from 
the marginalized community. If this happens, vested interests, in their long-term self- 
interest, are likely to cooperate at least in token terms and give up their opposition. Itis 
a function of the programme management to make this happen. 

There is a familiar, parallel fear about financial resources being perennially 
insufficient to fulfil programme aims. This has to be consciously overcome. Experience 
shows that it can be. For it is often that budgeted funds do not get utilized in time. 
More importantly, there is a marked tendency to overlook the availability and 
relevance of non-monetary resources. These come in many forms: 

— appropriate technology to lighten labour; 

— better ways of managing existing resources; 

~ increasing use of local low-cost sources of nutritive food for infants during the 
weaning phase as well as for normal adult consumption; 

~ breastfeeding of infants for as long as possible; this costs nothing and is within the 
physical capacity of mothers from poor families; 

— preventive health care which is simple enough for illiterate women to learn but saves 
money, time and trouble for the family and the government; 
~ safe drinking water and cleaner personal, home and village environment come In 

the same category of conserving health and saving expense in money and energy; 
— community development of fuel lots in the neighbourhood so that the daily search 
for, and cost of, cooking fuel are cut down; A 
- pre-school and child-care centres release the mother for productive, part-time 
employment while assisting in the child’s own development and preparation for life; 
- finally, child-spacing and family planning help to conserve the resources available 
to a family and optimize their use. F 

This indeed is the foundation on which the programme is based. None of these 
measures calls for much investment. Some need no financial outlay. But all of them 
have a significant money-saving potential. It is on this foundation that income 
generating activities have to be built-up. It is one structure of which every part has to be 
sound. What is needed is the interest and the imagination to improvise and investigate. 
This is a matter not only of knowledge and skills, but also of attitudes and aims and 
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ultimately of values and principles, of a new and humane culture. We set our sights on 
nothing less—as a moral investment in an important venture. 

We come back to the need to orient ourselves before we become instruments of social 
change. To the extent this need was neglected, past attempts at social development did 
not succeed. The roles of government, voluntary agencies and UNICEF have to 
combine to support the lead role of rural women, in this programme. 

There can be no imposition—even of ideas—on people. Indeed people cannot be 
developed—they develop themselves. The parts we play as organizers, trainers, 
administrators, communicators and service promoters have to be understood as 
ancillary and supportive to the effort of village women to take full charge of their own 
lives. It is not that today they are not participating in economic and social life around 
them. But we are not ready to recognize their part. It is not that rural mothers do not 
care for their children. But we do not see the handicaps with which they try. We do not 
seem to accept willingly that women provide the element of stability and continuity to 
the basic social unit that is the family—in the midst of the socio-economic unrest of our 
times. The hope lies in rural women transcending their travails through: 

- the solidarity of group effort; 
— the self-reliance that comes from awareness and confidence, and; 
— the healthy autonomy that income-earning capacity generates. 

For our part, all programmes assisted by UNICEF are evaluated for their impact on 
women. We seek to introduce corrective measures or new components on behalf of 
women, for counter-acting negative or neutral trends. We try to enhance returns from 
the work a woman already does, to abate its burden and drudgery, to increase her 
access to training and credit; and that of her product to the market. We encourage 
formal learning as well as self-learning by women and girls, We seek to promote self- 
employment in their own homes. We try to protect the child by strengthening the hands 
of the mother. This is the perspective in which UNICEF cooperates in the programmes 
for development of women and children in rural areas. 


5.2 Women and social development 


AJASTHAN has recently launched an ambitious programme to reach some 
two million women from low income families in some 7 of the 27 districts in the 
State. As a partner in this enterprise, UNICEF attaches high priority to assuring its 
success, And success can come only through careful definition of the aims and 
approaches of “development”, and systematic and sustained effort in their pursuit. 
More so in a situation, like in Rajasthan where some critical indicators like female 
illiteracy and child mortality are worse than the admittedly low averages for all India. 
There is however no room for despair, because this state is known for its hard 
working women. The function of social intermediaries such as we, is to assist in 
reopening the options for self-development which the rural poor, particularly the 
women, lost somewhere on the way in the course of relatively recent history. 
At the outset, we would like to suggest that it would be meaningful, ina development 
perspective, to see women and children always together, in good times and bad. Indeed 
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the mother and her infant form a unit, biologically and psychologically. Women are 
the principal providers of care and support for infants and children. This obvious 
reality does not detract from the fact that women are subjects of development in their 
own right. By seeing women and children, and planning for them, separately from each 
other, development promoters are not helping either. Extending the same logic it is 
natural and necessary to consider the family as a developmental entity, as much as itis 
a social unit. The same principle applies to the next concentric circle of the 
neighbourhood community. Once we agree on this simple progression, a develop- 
mental activity of benefit to women—and therefore equally to children and the 
family—would be the active concern of the whole community. In this context, we are 
glad that the Government of Rajasthan, the University of Rajasthan and the local 
chapter of the Society of International Development have come together in a common 
cause. 

Let us take a quick look at the broad physical situation in which the majority of 
women in this part of the world find themselves. The number of women, in relation to 
that of men, appears to be falling—an unusual phenomenon which social scientists 
attribute to social factors. Numerous studies point to less than equal access to health 
and nutrition for women. The educational neglect is writ large in the heavy difference 
between male and female literacy. Reports continue to be received about urban 
industrial models of development not only bypassing poor rural women but also 
eroding whatever traditional employment avenues were open to them. The resultant 
loss of vocational skills further marginalizes the poor. 

At this point of our enquiry, we are in danger of assuming that poor unemployed 
women do not contribute to the economy. Rather, they fulfil a productive economic 
role as unpaid labourers at home and in the fields. A high percentage of their 
unreckoned labour goes into meeting the food needs of the family. If we have this 
background in mind, we would see much of our effort to involve women in 
development as nothing very pioneering. It is rather a matter of trade-off between paid 
labour and unpaid labour. In the name of development, particularly of income 
generation, we must be careful not to add extra hours to their already heavy load of 
domestic duties in and outside the home. The decision should rest with the women, on 
the choice of work from a variety of possibilities. s 

Strategies and techniques: That leads us to considerations related to policies, 
strategies and techniques appropriate to involving women in development activities 
with better results than now. Here, we would like to share some of the lessons of 
UNICEF experience in several countries over the past years. 

We all know that the major consequence of poverty like malnutrition, ill-health and 
illiteracy are also its causes. The first developmental task is to break this circle. We must 
try to prevent, at the least, its cyclical effect on succeeding generations—as has 
happened in the case of many families presently poor. To achieve this aim, we would 
suggest that the best hope is to concentrate on the mother-to-be, particularly on the 
education of girls. This effort could be so designed as to equip them with the 
knowledge, skills and attitudes necessary to bring up their children as well as to make 
their contribution to the quality of life, their own and the community’s. It is possible to 
combine this focus with two allied concerns. 

For example, it has been possible to organize, at the same learning centre and, at the 
same time, three age groups: the pre-school child, the girl of school age and the adult 
female illiterate, An initiative in this direction is being taken under the seventh five year 
plan. It is our expectation that the experiment will succeed and be scaled up steadily. 
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The practical advantages of this threefold approach are several, but we would mention 
only two: functional literacy to the female adult seems to be the most effective 
motivation for her to let her daughter go to school. Secondly, the best guarantee for 
child survival, protection and development is the enhanced awareness of mothers and 
would-be-mothers. 

We would invite you to share the social concern for children who fail to survive or 
develop to anywhere near their full potential, especially because their number appears 
to be unacceptably large. According to a computation by the National Institute of 
Nutrition, only some three million children of the 23 million born each year in India, 
can be considered to be truly healthy. We believe this situation can be corrected more 
easily and less expensively than most of us are used to believing. 

An important factor affecting a woman’s self-esteem is the health and development 
of her children. This presumes, of course, a set of favourable material conditions, but in 
the hierarchy of values relevant to her life, it must surely rank higher than, say, the 
income level. In any case, we tend to overlook the availability and relevance of non- 
monetary resources. And these come in many forms— given the right direction to 
develop. 

Let us look, from another angle, at the thesis that development for women is 
inseparable from development for children. On the time-scale of the development 
continuum, we would mark three phases: 

- The immediate interventions needed for mothers and children at risk. And, these 
call for social support with the least delay. 

~ Regular services in fields like nutrition, health and education as well as employment 
opportunity. These services take several months to be effective and a few years to 
yield result—provided they are viably organized with a basis in the community. In 
UNICEF we call the cluster of related attributes the “basic services strategy.” 

— Third, we have to see beyond the immediate obstacles, to keep in view long range 
development goals. And it is here that non-material goals like self-reliance, 
creativity, cooperation, solidarity and equity become relevant. 

Women’s development is the key to social development (as distinct from develop- 
ment and growth of the economy). And this will be possible only if the three time 
dimensions of the development process are adequately dealt with. 

Once we identify the first round of the development process, in relation to the poor, 
as the struggle against malnutrition and infection (and all the factors that fuel these), 
we would agree on a set of immediate steps to be promoted by the government, by 
voluntary agencies, by professional, academic, religious and other organized bodies. 

Knowledge and skills: For example, immunity for both mother and child against 
malnutrition and infection is of the highest priority. And this priority is best advanced 
by focusing our effort on the mother. This is why we, in UNICEF, advocate the 
empowerment of mothers through the transfer of knowledge and skills: 

— to prepare for, take self-care and obtain professional assistance during pregnancy 
and at birth; 

~ achieve the full potential of breastfeeding; 

— assure proper weaning by giving the right types of food in right quantities at the 
right stage; 

— immunize themselves against tetanus and their infants against common childhood 
diseases; 

— manage childhood diarrhoea at home by preventing dehydration through oral 
rehydration; 
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— keep a watch on the trends of growth through infancy and early childhood by ) 
getting the child periodically weighed; 

— prevent iodine deficiency disorders (which are more dangerous and wide-spread 
than most of us suspect) by insisting on the use of iodized salt rather than ordinary 
salt; 

— prevent anaemia (from which roughly half the population suffers) by including in 
the diet food naturally rich in (or fortified with) iron; and 

~ protect against eye impairment by access to food sources containing vitamin A. 

Experience shows none of these is expensive—though not all of them may be within 
the knowledge or reach of the rural poor. It is up to us to share with them the 
knowledge, to assure them the access. No large investment, or sophisticated 
technology, is involved. What it entails is effective communication, social organiz- 
ation, sustained work for and with the village community. Mental attributes like the 
willingness to identify ourselves with the villagers, to listen to and learn from them, are 
perhaps not sufficiently developed in development promoters. 

While this has to be consciously overcome by self-effort on our part, there is reason 
for hope in the fact that the prime movers of women’s development are the women 
themselves. Only minimal help from us is needed and that too mainly by way of 
removing the structural impediments in their way. 

How it works: Let us illustrate, through approaches being successfully applied in 
some parts of the developing world including India. The poorest women in a given area 
are identified by the people themselves through open consultations—rather than by an 
external agency. These women organize themselves into small groups, pool their talent, 
articulate their needs, demand the services they and their children are entitled to, 
obtain bank loans on the security of their group guarantee, procure raw materials, 
share their labour, enter the market with their produce, to bring back some income for 
their families. 

While this pattern of group effort and cooperative working may be familiar to us, 
outstanding success is rarer. The reasons for the limited success could be that those of 
us who promote the process know what is to be done, but not how to do it. For 
example, group dynamics can be destroyed if the animator takes on the leadership role. 
In that event, the result is likely to be bad if the animator is a volunteer and worse ifshe 
is a bureaucrat. Instead of the group becoming self-reliant, it may become even more 
dependent than previously. The initiative of the group—its leadership, if you will putit 
that way—must come from within it. Again, it is common to see women workers from 
one locality being sent to another—uprooting them from their immediate social 
milieu, separating them from their families, increasing their need for disposable 
income, and generally eroding their confidence and commitment to work. l 

Another reason for subdued success in organizing village women for productive 
effortis the apparent omnipresence of middlemen, of many kinds. This applies as much 
to the procurement of raw materials as to the sale of the finished product. 

Whether it is social development or income generation, we return to the need for a 
comprehensive approach to development. It has to be based as much on hard data on 
the status of health, nutrition, education, employment and income as on less 
quantifiable social and cultural information and understanding. It has to do as much 
with material goods and services as with non-material values and principles. It has to 
relate to the life of the whole family and community and not exclusively to women ast 
they live in a world of their own. And finally, it must respond to the organic 
between women and children, for development is primarily about the future of 
children, all children. 


6 Mediating 
Development 


6.1 Children and the media 


O UR basic premise is that the public media—newspapers, magazines, radio, 
television—should be approached by UNICEF as partners in development. The 
role of UNICEF, as defined by the General Assembly of the United Nations, is that of 
lead agency for development activities related to children. We believe that flowing 
from that is our mandate to advocate a number of things relating to children, and the 
process of development. Among these are: 
— the central focal point for development is children; 
~ they should become the subjects of development; and the objective of development 
is to provide an opportunity for them to be productive and participating citizens in 
their own society; 
— the needs of children are greater than the professional “welfare sectors” can 
accommodate. 

A changeable situation: We believe that the situation of children in developing 
countries is unacceptable. If, for example, during the next three days, a disaster struck, 
which claimed the lives of 100,000 children, the international and national commun- 
ities would undoubtedly respond and massively. In fact, during the next three days that 
is precisely the number of children who will perish unnecessarily, as a result of abject 
poverty, hunger, thirst, and disease. It is an ongoing tragedy equivalent every year toa 
hundred Hiroshimas. 

The long-term effects are especially serious in the world’s developing areas where 
some 30 per cent of all children born, die before the age of five. The survivors suffer 
malnutrition severe enough to leave them with irreversible physical or mental 
problems. 

But, our message is not one of doom but rather, one of hope. It is in this connection 
that we seek to form an open partnership with those more expert in communications 
than we are. We believe that the public media have a very important and responsible 
role to play in creating public awareness that the child is the central focal point of the 
development process. While we accept that it is our responsibility to advocate more 
attention to the problems of children, and our responsibility to encourage everyone to 
play their appropriate role, we also believe it is the responsibility of the media to seek 
ways in which this responsibility can be fulfilled in practical ways. 

The variety and vitality of the media in India is impressive. The potential of this 
power as an engine of social transformation perhaps is underestimated and therefore, 
perhaps, underused. 

While it is the legitimate function of a government to promote development (and 
UNICEF assists governments within the frame-work of its own policies). We think we 
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must accept that it is clearly not within the capacity of any government on its own, to 
achieve development in human and social terms. Indeed, it has come to be recognized 
increasingly, that people are not developed but that they develop themselves. 
Therefore, one can assume more can be done in this direction when more is known, and 
to those who need to know it. And this is where the media can come in as never before. 

We are not requesting the media to limit themselves to the identification of problems 
or the criticism of action or inaction. It is the function of the media to point to solutions 
that are available and to actions that have been taken, or can be taken. Much is being 
done in India for children that is exemplary but do enough people know about it? 
Learn from it? Adapt it? Extend it? And whose responsibility is it to communicate this 
kind of knowledge? We submit the responsibility is one we must share. 

In this connection, we are aware that for far too long UNICEF has tried to approach 
the media with literature and in language which can best be described as reserved. With 
the publication of the State of the World’s Children Report, we have begun to 
recognize the need for a change in our language and style in communication. The 
response by the Indian press to the problems revealed by the Report is impressive. 

However, we would argue that it must be continued. And it must be continued 
whether or not UNICEF provides the information because we do not accept the 
responsibility to do that reportage, which is the responsibility of the media. 

Let us illustrate one or two points. We are aware that 5 to 6 million children die 
unnecessarily each year from diarrhoeal dehydration, a good number of them in India. 
It is true that malnourished children live in insanitary conditions. It is also true that 
malnourishment is linked to hunger and to social inequity. Massive government and 
private programmes are already under way to attack these and they are beginning to 
make an impact, but these are long-term solutions. This does not deny their value, nor 
does it deny the need to do even more. 

What media can do: But surely we need not—in fact cannot—simply wait for all of 
these investments to take hold. What can, and must be done, is to begin to prevent 
dehydration of young children by informing people how dangerous diarrhoea is to 
young children. The media have a great responsibility in this and we encourage you to 
accept it, But “how,” you might ask? 

Through the many channels available to you, you could for example, continuously 
repeat the message that diarrhoea is dangerous for children and that dehydration 
following from it can be fatal. You can inform people that Oral Rehydration 
Therapy—a major theme of the State of the World’s Children Report—is recognized 
as effective and efficient. Its recognition comes from the best of scientific sources. 

The answer to diarrhoea is to drink. Breastfeeding should continue as usual. Simple 
and traditional mixtures of salts, sugars and liquids available in every home, can be 
given if appropriate and simple instructions are transmitted. Moreover, the Oral 
Rehydration Salts (ORS) is available in packets and it is inexpensive. Also, it works. 

Permit us to emphasise once again that your help is vital in having everyone 
recognize the social significance of diarrhoea management and thereby, the aware- 
ness required to promote people’s understanding of the problem, and their capacity to 
solve it. 

It is not enough to orient a few reporters, or to assign one more writer, or one more 
column, to welfare issues. What we argue for is your acceptance of the fact that for the 
most part the news transmitted about children usually relates to something bad 
happening to them, That it is not enough, nor is it even fair only to highlight problems 
and shocking disasters to children. What needs to be done is to communicate what 
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everybody can try to do about those problems, before they become serious or more 
serious. That is why we emphasise the point on diarrhoea management. 

There is another aspect of the promotion of important services for children which 
deserves your attention. Consider the case of preventing inroads into child health by 
expensive and artificial feeding. There is no better food for babies, no more economical 
and safe way of feeding them (at least for the first critical four months) than human 
milk. While there have been a few occasional newspaper articles on the subject, we have 
not yet been successful in effective promotion of improved infant feeding practices 
except to discuss the continuing debate on the letter and spirit of the International 
Code for Marketing of Breastmilk Substitutes. We believe the media would provide a 
significant service if regular messages were transmitted—as only you can transmit 
them—which would inform more people in more ways about the extraordinary 
potential which exists for improved infant feeding practices, by showing the values of 
human milk, by showing the value of proper maternal nutrition; by showing the value 
of improved hospital practices; by showing the value of improved supplementary 
feeding from local resources. 

We believe you would find a strong body of professional and technical opinion at 
your disposition to provide solid and sensible information to support a social 
development role from your individual enterprises. However, this does not suggest that 
you should only print or transmit what others provide you. We would argue that there 
is a role for initiative. 

We have mentioned two major issues about children. There are many others and we 
are prepared to share with you whatever information and insights we have on them. 

In conclusion, permit us to suggest once again, that we seek an active partnership 
with you, but we do not request that you advocate for UNICEF. We do request that 
you advocate for children. Moreover, this advocacy should not be related only to an 
event which is shocking or blunt, but rather should be dedicated to the underlying 
issues. 

We have been grateful for the response of the Indian press over the last few years and 
these experiences encourage us to suggest to you as potential partners, what next steps 
can be taken. 

~ First, please look again at the State of the World’s Children Report. It states baldly 
the present unacceptable conditions and the conclusion that this condition is 
changeable. It offers in simple and practical terms, some things that can be done 
now. We ask you to help us promote these approaches wherever possible. 

— Second, transmit to others through your media what is happening in India on these 
issues so that these very significant achievements promoted by the Ministry of 
Health, Ministry of Social Welfare, other ministries and non-governmental 
organizations can be taken up by others and extended. In other words, move from 
global terms to national terms, and local terms. 

— Third, it would be extremely useful to runa continuing series on children, their lives, 
and how services for them can be improved. Again, notasa “one-time” story, but as 
a continuing obligation. It is interesting that newspapers and magazines for the 
most part have “sections” in them. The sections for children usually relate to games 
and puzzles. But their lives are affected by the contents of all the other sections. 

— Fourth, this leads to the decision as to who decides what goes on which page and 
which question gets sustained converage. The assumption seems to be that very few 
people are interested in children although all of us were, and most of us have them. 
Moreover, they are the majority of the population. 
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— Fifth, the Press Commission carried out a small survey on “The Child in the News” 
in 1979-80 and the survey reported that the child gets about one per cent of the 
coverage mostly in news about accidents, deaths, and baby shows. What can we do 
about this and how best could we do it? 


6.2 Communication for development 


EINE shares the basic perception that the development process begins, 
and is sustained by, effective communication. Human development is our 
primary consideration and the goal of communication is communion. People relate to 
one another, through direct inter-personal conversation or through the media. In fact 
communication is a matter of human right which goes beyond information. By 
definition, communication is two-way. The existence of mass media and even their 
wide-scale use may not imply that communication is achieved in support of common 
development. The developmental challenge lies in opening up possibilities, which exist 
in principle, to extend communication from a minority to all of the population. We 
mention this perspective because of its central relevance to women and children who 
are often placed by men in the position of passive and dependent recipients of both 
communication and development. We believe, we could do with a student-like 
humility and receptivity in approaching the subject of using the media for the 
development of women and children. 

In developmental terms, as well as biologically, itis useful to consider the mother and 
the young child as a single unit. Nearly three-fourths of India’s population are women 
and children. About half the number of women and children (as well as men) live in 
conditions of poverty. And the effects of ignorance and ill-health may have spread even 
wider than the immediate effects of poverty like lack of food. Beneath this massive and 
complex situation lies the unmet needs of economic support, access to nutrition, safe 
sanitation, means to health, family planning awareness, educational opportunities and 
Participative communication. Development experience shows that it is more produc- 
tive, perhaps easier, to promote these complementing concerns together rather than 
separately. Let us look at the development role of the media in this light. 

A solvent for adversity: Before development can happen, the impediments in its way 
have to be removed; among them the very real threat to the survival of children, and the 
various factors that limit the potential of many of those who survive. Certain 
immediate interventions are required to remove dangers and obstacles of this kind. 
Luckily many of them are removable, easily, effectively and economically—through 
communication. 

For example, debility of a pregnant mother is a fact of life among the poor, which 
they perhaps take as inexorable. Yet they will be able to alleviate her condition, as well 
as that of her baby, despite the poverty, if they know that a marginal redistribution of 
the family diet will make a more than proportional difference to the health of both 
mother and child. The changes will be more dramatic if they are informed about, and 
also helped to gain better access to, new sources of nutrition. Providing material help is 
necessary, but in the absence of communication to activate people, it remains 
insufficient for durable change in their condition. 
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To take another example, when epidemics like dysentery and jaundice come, as they 
still do, the usual social response is medical and limited to treatment which may happen 
to be too late for many. But the deeper causes like unhygienic practices and harmful 
dietary habits remain to reinvite the disease. The preventive potential of relevant 
information is under-estimated and underused. Which is one reason why the “provider 
approach” and the “dependency relation” continue. Cannot our sociologist and 
anthropologist colleagues help communicators on this? 

Again, poor families often assume their lack of control over infant deaths, caused in 
large numbers by preventable infections. But if they are aware that vaccines exist and 
they have a right of access to them, they will not resign themselves to their helplessness, . 
The facilities to immunize children will be of little avail unless people are moved—by 
communication—to make eager use of them. 

Critical awareness: The possibility for the power of communication to liberate the 
minds and potential of people through critical awareness is present in every field linked 
to human development, be it women’s emancipation, family planning, environmental 
sanity, or functional literacy. As communicators, we have to bring them to bear fruit. 

New social possibilities are opened up by strengthening the link between communic- 
ation and education. Communication generates an educational environment, far 
beyond the education system. This becomes particularly hopeful in a situation where 
female literacy is around 25 per cent. At the same time expansion of education provides 
a basis for deeper and wider communication. And the familiar imbalances in 
communication are remediable through universal education. 

Many developing countries have attempted to use mass media to educate and to 
inform, and thereby to promote economic and social development. Most of them have 
access to the tools of mass communication. The reach of different media varies with the 
level of development and size of the populations. The use to which different media are 
put also varies, according to priorities and policies. In India, the communication 
network is evidently one of the largest functioning in the world today—even at an 
overall literacy rate of 36 per cent. To realize its full potential for people’s development 
is an exciting challenge before us. 

Experience shows that different media have different effects and often they have to be 
used jointly for optimum effect. 

For example, broadcasts for carefully identified audiences are an effective and 
economical means of influencing actions of large numbers of persons at great 
distances—provided these become the basis for later discussions among local groups, 
these are supplemented by printed reading or graphic materials and personal contacts 
by extension workers. The one-way flow and short-lived nature of the message 
broadcast by radio or television have thus to be consciously overcome by planned use 
of complementary methods, media and messages. 

Many voices: This principle of a harmonious blend of communication channels 
towards a common purpose is related to the limitations as well as the potential of 
different media, and is relevant to enhancing the capability of women—in child- 
rearing or income generation, family planning or participation in community life. 

It is good to remember the inference of experience, that mass media programmes 
have been successful in reaching large numbers of people and introducing them to the 
possibility of change, more than in effecting change. For instance, a successful mass 
communication campaign can increase the knowledge of the audience about nutrition, 
without achieving any discernible change in their health status. We have to use, on the 
one hand, the media conjointly with one another and, on the other, advocacy must be 
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co-ordinated with action. Just as progress in one of the sectors of development without 
concurrent action in the others often leaves the human condition substantially 
unchanged, preoccupation with radio or television to the neglect of more traditional 
and more pervasive forms of communication with peers and parents, school teachers 
and community leaders, is unlikely to yield intended results. It is not our aim at this 
time to analyse the content and quality, duration and durability, comparative costs 
and advantages of television programmes about children and for children and women. 

We would however like to restate some of the fundamentals which we can ill-afford 
to ignore in promoting the developmental use of television: 

— Television is not an autonomous or separate medium. There must therefore be a 
continuous and creative interaction between content specialists and 
communicators. 

~ Television must become participatory. Ways must be found to enable audiences of 
children as well as women to respond to the communication they receive. 

— Communication must outgrow unisectoral channels in and outside government. 
Mechanisms of effective co-ordination need to be developed to link sectors as well 
as link media. 

— An independent, professional and multidisciplinary evaluative system is necessary 
to test the relevance of programmes against the touchstone of life of the majority. 

— And, the traditional and modern media must be made to be mutually supportive, to 
become a common resource of people’s development. 

The proving ground for all these complementary tasks is, we believe, the level of the 
community where people can easily understand each other’s needs and recognize each 
other’s resources. 


7 Learning for 
Life 


7.1 Education and development 


j eee of partnership and sharing among the peoples of a shrinking world 
should prevail over the customary concepts of giving and taking aid. Development 
Education is thus concerned with economic and social justice and with human rights, 
dignity and self-reliance in both developed and developing countries. 

Imbalance of development: As we enter the third UN Development Decade, the 
essential problem remains: Can development progress in a healthy, natural way, or 
does it cause pains and pressures to a self-defeating extent? 

Do we, in the first place, have a basic knowledge of contemporary living conditions, 
of our own communities, and of others? Is there some understanding of the causes of 
the grim socio-economic situation in which half the world finds itself today? Can 
something be done about this, and urgently? These are some of the questions which 
development educators should ask. UNICEF has an abiding interest in finding, and 
acting upon, the answers. 

Let there be no mistaking the outcome of the attempts over two UN Development 
Decades to alleviate poverty and distress through economic growth, The gap between 
the rich and the poor of the earth is now actually widening. Nearly a billion people live 
in absolute poverty with per capita incomes below $200 a year. There has been 
stagnation—or actual decline—in the living standards of the poorest 20-40 per cent in 
many of the poor countries. A typical developed country has 10 times the per capita 
income of its developing counterpart and more than twice the level of literacy. The 
respective infant mortality rates are 20 and 120 per thousand live births. The average 
intake of protein per day per person is 97 grams in the developed world, as against only 
54 grams in the developing world. There is one doctor for every 680 persons in the 
former and for every 3,490 persons in the latter. The life expectancy is 71 years and 52 
years respectively. Inequalities between peoples are becoming intolerable. There is also 
a parallel gap in development within nations, particularly the poorer ones. 

Need to sensitize: Before we can determine the causes of imbalance in development 
or correct its course, it is essential to sensitize people about its consequences. But public 
opinion in the industrialized and developing worlds has not responded sufficiently to 
efforts made in this direction, by the United Nations system and outside it. Most 
people remain ignorant about, or indifferent to, the problems of development. This is 
the context in which development education can play a crucial role. Apart from trying 
to inform and influence public opinion through the media and organized groups, we 
must aim at sensitizing the younger generation, before their attitudes harden, when 
their minds are still open to new and innovative approaches. Tomorrow’s citizens are 
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in today’s class-rooms and it is important that they understand how other children live, 
or don’t live. Development education is a communication tool designed for people ina 
learning situation. 

We would suggest that school curricula, in developed as well as developing countries, 
must include—as a primary charge on learning time—a description of the human 
condition across the world, with emphasis on the child’s life. We are conscious that the 
data base for this elementary educational support is not as firm as it should be. But we 
can strengthen it, if only we will. 

Often we lack awareness of even the obvious. For instance, the average child in a 
developed country may have had no occasion to learn that 350 million children the 
world over do not get enough to eat to meet the minimum calorie requirements, even 
though less than two per cent of the world’s cereal production would in fact suffice for 
basic calorie needs. But he is no more aware of the fact that he consumes vastly and 
unnecessarily more than his poorer counterpart. He knows even less that there may be 
a relationship between his over-consumption and the cause of deprivation in other 
societies. 

Understanding for solidarity: Development education is not about charity but 
should help strengthen feelings of solidarity with, and understanding of, other 
children’s lives, Children should know about other countries as well as their own, the 
richness and diversity of their culture and of others. Ideas of partnership and sharing 
among the peoples of a shrinking world should prevail over the customary concepts of 
giving and taking aid. Development education is thus concerned with economic and 
social justice and with human rights, dignity and self-reliance in both developed and 
developing countries. 

Nothing helps development more than the confidence that comes from the 
knowledge that it is possible. UNICEF believes that this knowledge and confidence 
can be imparted through appropriate education and training. UNICEF is only too 
conscious that there are mothers and families, communities and countries that are too 
weak and too poor to give even minimal care to their children. That precisely is the 
context of our concern for, and involvement in, their development. 

UNICEF role: At the same time, UNICEF realises the smallness of the role that it 
can play in triggering the self-development of communities, It is also aware that 
development is a continuous process and that there can be no uniform model for it —or 
for that matter for the political and social systems to promote it—in all countries. 
These should depend on the stage of development, the resources of the people and, 
even more, their expressed will. All the same, UNICEF believes that any model should 

- provide for the basic services for the child. Even in the purely economic sense, 
investment in child development has been proved to have yielded a better return, over a 
long-enough period, than capital invested in industry. 

UNICEF’ ’s perception of what can be achieved even by supposedly poor commun- 
ities for their children has grown out of its own learning process through worldwide 
experiences over three decades and more. The ‘basic services approach’ has been 
endorsed by the UN General Assembly as well as by the joint declaration of WHO and 
UNICEF at Alma-Ata on primary health care, by an increasing number of national 
governments and more recently by the international development strategy for the 
1980's approved by the General Assembly in September 1980. This heartening support 
is obviously because the approach is a Practical, if modest, way to transcend the 
threshold of poverty despite economic restraints and also because it incorporates the 
democratic principles of community participation and self-reliance. 
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Area-specific development for chidren: It is a lesson of our experience that child 
development is best ensured as a part and priority of area-specific socio-economic 
development within the framework of national policy and planning. This means that, 
nearly every wing of the decision-making apparatus will have to pay serious attention 
to children’s interests, which will have to be promoted through protective linkages 
between complementary services and among different government departments. Child 
development assumes an inter-disciplinary and cross-sectoral support: It implies 
balanced development in the social and economic spheres. It also implies that the main 
thrust of investment must be for developing human resources of the whole population 
rather than material resources for the benefit of some. 

Strategy for the 1980’s: It is no longer acceptable that development is merely 
propelled from its peak; it has to take place at the base in a strong and stable way. The 
new international development strategy for the 1980's conceives of development as an 
integrated process with equal and simultaneous emphasis on economic, social and 
human development. This means that the common concern is as much with faster 
improvement in the candition of people as with economic growth. And, in the context 
of the human condition, children are the natural priority for development, because 
development, by definition, is for the future. The international strategy for the coming 
decade therefore includes, among other goals, specific objectives relating to the 
elimination of hunger, universal primary education, primary health care for all and 
reduction in infant mortality. 

UNICEF is particularly encouraged by this convergence of world opinion in support 
of its mandate, namely the protection and promotion of children’s rights. As you will 
recall, the UN General Assembly unanimously adopted the Declaration of the Rights 
of the Child, this month in 1959. You are also aware that during 1979, the International 
Year of the Child, there was greater public awareness of these rights. But their 
realisation is a matter of our individual and collective responsibility as educators, as 
workers in the children’s cause, as members of an inter-dependent global community. 
If we are to succeed, the process of development—at the community, national and 
international levels—must acquire an effective child-oriented approach. 

We would conclude by iterating the main points we have made: 

~ A basic knowledge of the human condition across the world, with focus on the 
problems of children in poor countries, should be part of school curricula. 

- Public opinion should be built up, over time, through the education system in 
favour of the right priorities in planning, with precedence for developing the human 
resource from its earliest stage of growth. 

~ Individual and collective self-reliance should be fostered from a young age, as the 
main approach to development. 


7.2 Disability and education 


M UCH of what is needed to be done to rehabilitate the disabled can be 
achieved by the family and the local community—given the right information, 
motivation and a modicum of material assistance. And what is true of rehabilitation is 
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truer of prevention of disability. For this social response, educating the community is 
as crucial as education of the disabled. 

Disability and poverty: Some 21 years before the International Year of Disabled 
Persons, the UN General Assembly adopted the Declaration of the Rights of the Child. 
It included, rather prominently, the principle that a physically, mentally or socially 
handicapped child shall be given the special treatment, education and care required by 
his or her particular condition. The progress in this direction has, however, been 
meagre. At present, disabilities of one kind or another afflict an estimated 150 million 
of the world’s children, apart from twice as many disabled adults. Four-fifths of these 
children, mostly from poor families are in developing countries. We thus see that, in 
sheer size, the challenge of disability is next only to poverty. The worst hit by either are 
children. And there is such an evident link between disability and poverty that there 
could well be a similarity, or common ground, in the approaches to the alleviation, if 
not a solution, of both. 

Strategy for rehabilitation: The question is often asked whether the high costs 
involved would allow anything much being done about the world’s disabled. If the per 
capita cost of treatment, education and rehabilitative care is high, the prognosis for 
most of the disabled in developing countries would be cheerless. UNICEF’s experience 
in assisting governments to build institutional facilities for rehabilitating disabled 
children points the same way. Only a few could be helped and that too at a high 
individual cost. The emphasis must therefore, shift to simple, inexpensive methods for 
rehabilitation in the rural areas and urban slums of developing countries where the 
majority of the disabled struggle to live. 

Here we see a relevant link between the rehabilitative effort and other community- 
based services like primary health care, education, nutrition, sanitation, and income- 
generation. The care of the disabled can intermesh with what UNICEF calls the ‘basic 
services approach’. This way, much of what is needed to be done can be achieved by the 
families of the disabled and by their fellow-members in the local community—given 
the right information, motivation and a modicum of material assistance. 

Emphasis on prevention: If this is true of rehabilitation of the disabled, it is truer of 
prevention of disability. It is essential to pay priority attention to preventing disability 
because even more children, and adults, are thereatened with disability than there are 
victims of it. Extensive studies in developing countries have reached the conclusion 
that most of the impairments occurring among children could be prevented. This is so 
because they are caused by inadequate nutrition, faulty child-bearing practices, 
preventable diseases and infections, and avoidable accidents. Many of these causes are, 
in turn, the result as much of ignorance as of poverty. 

Allimpairments might not be preventable. The causes of some are yet unknown. But 
the relatively few that escape the preventive net need not develop into disabilities. For, 
early detection and timely response mean that generally it would be possible to arrest, 
reduce, or compensate for whatever limitations might have developed. Early 
intervention is therefore second level prevention. 7 

This briefly is the logic behind UNICEF’s paramount interest in seeing that 
TYDP triggers a movement to prevent and limit childhood disability. The success of 
such a movement, indeed its very start, depends primarily on awakening people’s 
consciousness of their own capacity to prevent much of the current’ incidence of 
disability. 

Avoidable disability: Let us illustrate this point by a couple of cases of widespread 
occurrence of unnecessary disability in India. 
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An estimated 18 million Indian children have their vision impaired largely due to 
dietary deficiency, resulting in short-falls of Vitamin A. This is a commentary as much 
on the prevailing order of poverty as on the pace at which the accepted scheme for 
administering Vitamin A to poor children is moving. More pertinently, the parents of 
these children remain presumably unaware of both the danger and its remedy. 

Again, medical researchers warn us that iodine deficiency in the first year of an 
infant’s life is more than likely to retard the development of its brain. The way to 
prevent this from happening on a wide scale—as might be the case currently in parts of 
India—is to include inexpensive iodinated salt in the diet. 

And surely, the 1300 or so deaths—and probably more cases of survival with varying 
degrees of disability from burns reported in a year from the city of Bombay alone are 
too many to be viewed with equanimity. More so when most of them are preventable 
with some precaution. 

Educational campaign: Such then is the context in which we would urge educators 
and communicators to help a countrywide campaign: 

— to focus on the preventability of a wide range of disabling diseases like tuberculosis, 
trachoma, nutritional blindness, poliomyelitis and iodine deficiency. 

- to expand and extend immunization services and promote their acceptance; 

— to extend the provision of Vitamin A to children to prevent blindness; 

— to prevent accidents on roads, factories and mechanized farms; 

—to check damage from unhealthy working conditions in small-scale industries, 
especially those that employ children and women; 

- to inform parents on avoiding accidents at home, particularly from fire; 

— to emancipate children of leprosy patients from their social disability; and 

-to promote early detection and treatment of physical, mental and sensory 
impairments; 

Such an educational campaign will, of course, have to be complemented and 
supported by appropriate facilities in each locality. Here, the community-based 
general health, nutrition, education and social development services—in all of which 
UNICEF increasingly co-operates—should become more responsive to what can be 
done to prevent impairments to children, to prevent the secondary effects of 
impairments leading to disablement, to prevent the disruption of the usual process of 
child development (which can produce a more serious handicap than the original 
impairment), and finally to rehabilitate those already disabled. Both prevention and 
rehabilitation are services that need to be integrated with basic services for the 
community and in particular with primary health care. 

UNICEF, for its part, is committed to promoting the learning process as well as 
effective services in the current globa! campaign against disability and childhood 
impairments. For this, it is clearly not only the disabled who need education. As 
responsible members of the family and the community, as parents, teachers, therapists, 
nurses, community workers, field supervisors, administrators and national planners, 
we too stand in need of education in relation to disabilities of many kinds. We hope 
we will view the education of the disabled as part of the wider task of educat- 
ing the community on the causes and consequences, prevention and correction of 
disability. 

Let ug remember the message of an old saying. “You give bread to whoever is 
hungry; but it would be better if nobody were hungry.” In this spirit, let us try not just 
to alleviate the condition of the disabled but progressively reduce the need for such 
alleviation. 
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7.3 Process, content, system of education 


HE word “education” hardly ever stands alone. It is hedged about with 

adjectives appearing singly or in esoteric combinations. There is liberal education, 
productive, continuing, comprehensive and child-to-child education, and many more. 
The noun is qualified and categorized by kind, class, type, sub-division and 
specification. Somewhere in the vast catalogue of literature and rhetoric on the subject 
there must surely be found a dissertation on “non-formal, peripatetic, value-added 
education” ora treatise on “complementary, participatory, environmental education.” 
All of which only serves to point to the inherent complexity and abstract nature of the 
concept “education.” 

Indeed, the concept has many facets, not all of which are discernible from a single 
viewpoint and only some of which can reflect the understanding of any particular 
society or individual at a given time. It is a changing concept also, frequently readjusted 
with the passage of time or social and political change. And those who conceive of 
education and are professionally involved with it are habitually given to its 
reorientation and to shifting their own positions relative to it. 

The concept: In English, there is a connotation of educating, of rearing and “leading 
forth” (Latin roots are educare and educere), of initiation, of passing on virtue and 
knowledge. This sense of the word is enduring and seems to place a high premium on 
mediation in learning; it embraces the whole range of educative processes by which 
learning experiences are selected, devised, contrived, structured and presented. The 
learner may be skilfully led by a Socrates, or his latter-day counterpart who perhaps 
produces educational material for our television screens, to assimilate a body of 
knowledge, attitudes and skills. The process may be demonstrative, instructive, 
insistent, persuasive, coercive, according to the moods of the mediator and the 
situation in which he is operating. 

Then, in common usage, education is conceived as the aggregate of all those changes 

or learnings which occur as outcomes of incidental, or selected, or contrived 
encounters with the environment, whether chosen or devised by the learner or a 
mediator in learning. An individual’s education is seen as the totality of learnings—a 
good, broad, comprehensive education meaning one which includes many and varied 
learnings. 
Then again, the word is used, often by bureaucrats and planners, to identify the 
infrastructures, or system, through which learning experiences are provided. These are 
the three timeless fundamentals of education: the processes, the learnings and the 
systems. None is independent. A change in one demands a compensating modification 
in the other two. Emphasis may shift to match individual and societal needs, 
aspirations and mores, but bias must always eventually give way to balance. No plan 
for the education of an individual or for a society, and no reform of an existing 
educational practice can be complete without due regard for the processes, the content 
and the system. 

Processes: The processes of education fall into two broad categories: the processes 
of learning and those of teaching. Of the two, the former is the more comprehensive. In 
every encounter between a living organism and the environment, there is a 
concomitant change in each. In the human being the encounters lead to behavioural 
changes. When behaviour changes, a learning has taken place (by whatever physical or 
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psychological mechanism). Some learnings are involuntary outcomes of experience; 
others occur in structured learning situations through a variety of means (coercion, 
persuasion, demonstration, discovery, conceptualization, “inspirational leaps,” etc.). 
Some structured learning situations are designed for learners by other people; some are 
sought out by individuals for themselves. Whatever the situation, a learning is a 
conscious or unconscious act of the individual and is a reaction to his natural 
environment or to an environment contrived specially for the purpose of having 
him/her interact with it. Learnings can therefore be of two kinds—involuntary and 
induced. 

Teaching takes place when a mediator intervenes in the learning process. Teachers 
make pre-judgements as to what constitutes desirable and useful learnings. Parents are 
the first teachers and have their own behaviour codes, cultural and social habits, 
attitudes and values, which they transmit knowingly or unwittingly by many means to 
their offspring. The immediate family mediates powerfully; siblings and peer groups 
also. Only in structured learning situations does the teacher become the Teacher. The 
Teacher is different because he or she has specialised knowledge, has developed the art 
of selecting and/or designing appropriate learning situations, and is adept at leading 
learners towards the action of learning. However, the act of learning is the same in the 
structured situation as in the unstructured: in both it is a personal action of the learner. 
It is therefore not possible to categorize learning other than that it is involuntary or 
that it has been induced. 

The Teacher must possess certain other fundamental understandings in his or her 
repertoire—for example, that of the progressive stages of the development of human 
intellect. It is this understanding which enables the Teacher to design learning 
situations in an appropriate way and to induce knowledge, understanding and 
conceptualization in the proper order and at the appropriate times in the life of the 
learner. He/she must also have the ability to view the educational goals of the system in 
which he/she is operating in the wider context of other systems and sub-systems. Only 
then can he/she bridge the gap between those conflicting educational goals and systems 
which exist at different social levels or within ethnic, religious or caste groupings. The 
Teacher requires a social perspective in addition to pedagogic skills. 

Learnings: While it is not necessary to categorize the process of learning except as 
involuntary or induced, it is nevertheless possible and desirable to categorize what is 
learnt in terms of behavioural change. Learnings may be classified by their expected 
and observable outcomes. There are various taxonomies of behavioural changes but 
most simply one can categorize learnings in areas of knowledge, values, feelings, 
thinking and skills. 

Knowledge is acquired in the beginning by the learning of facts. While this has a 
certain importance it is more important for a learner to have, additionally, a 
knowledge of basic ideas or principles to situations not experienced directly. The 
highest kind of knowledge is understanding of concepts which relate bodies of 
principles. 

Into the category of values fall all those patterns of behaviour and relationship with 
other individuals and societies, which are adopted over a period of time in response to 
example within the home and environment, to training and the acquisition of habits, to 
attitudes acquired in formative years, and finally acceptance, understanding and 
conceptualization of codes of behaviour and guiding ethics. 

Feelings are acquired through direct contact with the social and cultural environ- 
ment. In some ways they are the basis of attitudes and values but learnings which lead 
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to empathetic understanding of others, ability to judge other people and societies by 
their own standards, are in this separate category. 

The application of knowledge to the solution of new problems and the transfer of 
learnings which enables a person to reorganize knowledge so that it is appropriate to 
new situations in thinking. Learnings which enable a person to do this and to “think 
straight” or think logically and intelligently are in an important category. 

Positive attitudes to learning, self reliance and adaptability are the attitudes which 
bridge the gap between feelings on the one hand and knowledge, skills and thinking on 
the other. 

Skills may themselves be of various kinds; intellectual (e.g. reading, writing, the 
manipulation of numbers, classification, etc.); physical (e.g. prowess in games, 
swimming, etc.); social (e.g. control of anger, listening, etc.); psycho-motor (e.g. 
harnessed into arts and crafts), and so on. 

It is possible to further sub-categorize learnings but in broad terms it can be said that 
the “educated” person has acquired a spectrum of learnings which embraces all of 
these five categories in significant measure. This is not to say that there can be an 
identifiable body of knowledge, values, skills, feelings and thinking which, if acquired, 
exclusively constitutes “education.” While the learnings may be categorized in this way 
they can only be identified in light of personal and societal needs, traditions, culture 
and acceptability. 

Systems: Learnings—in all their wide variety of kinds and categories—may be 
acquired in a comparable diversity of processes and places. It can be at the mother’s 
knee in response to a smile or a frown of disapproval; it can be subliminally while 
engaged consciously in some other pursuits; it can be the result of persuasion, of 
example, or of coercion; it can be at a school desk or in a playing field, However, when 
learning opportunities are systematically designed and presented in specific places for 
stated purposes, then there is an education system. 

Minds tend to leap immediately to the school system (at all its levels), but is not the 
only system in which learning situations are systematically provided. There are out-of- 
school systems in clubs, youth associations, ashrams, Scouts and Guides, and similar 
settings, many of which have defined educational objectives, carefully designed 
curricula and often well-tried teacher/learner processes at their disposal. Some may 
emphasize the importance of values in their activities, others skills, vocational, physical 
or social. The school system only too often concentrates on knowledge to the near 
exclusion of the others. 

Educational goals: Upon this three-dimensional paradigm of education impinge the 
interests of individuals, families, communities and societies. The content of education 
(attitudes, values, knowledge and skills) has to be appropriate and relevant, to respond 
to societal and local needs and aspirations. Socialist societies tend to see education as 
the cutting edge in social engineering. Hence the “children’s palaces,” the highly 
structured systems, uniform processes and standard content of “messages” and 
curricula. In Western societies, curricula tend to be more “child-oriented.” Some 
societies prefer a bias towards conformity to spiritual and religious laws. In all of them 
there are societal goals, implicit or explicit, culture-specific preferences regarding child, 
or technical, or societal, or other orientation. None is intrinsically superior to the 
others but fails only when the equilibrium is not maintained between all the basic 
components of education or when differences or conflicts arise between goals of 
cultures and systems, subcultures and sub-systems. In times of rapid social change 
emphasis is often placed on national political and social goals and ideals; in periods of 
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relative tranquillity the focus is often on the learner as an individual and the body of 
knowledge thought to be appropriate for the learner's all-round development. 

The goals and objectives of education are too often modelled unthinkingly on 
tradition but when they are systematically established they derive from societal goals 
and objectives, or from the needs of the individual, or both. 

Children have special educational needs. If education is seen in terms of fulfilment of 
genetic potential and the development of individual capacities, the educational goals 
and objectives will be “‘child-centred.” If education is seen primarily in terms of social 
engineering, of the general interest and good, then the educational goals and objectives 
will be “societal,” in nature. In the former, the child focus gives a bias toward 
individual effort and achievement, the latter towards social equality, the acquisition of 
commonly held attitudes and values and standardized behaviour. 

It is this “bias,” explicit or implicit, and which usually lies somewhere between the 
two extremes, that determines the extent to which systems are provided and utilized, 
educational content is selected and the processes adopted. 

UNICEF policy: UNICEF has its own views on education for children and women 
and has a policy which governs its assistance to education. In brief, UNICEF (in 
agreement with UNESCO) offers assistance to governments and non-governmental 
organizations which gives education a social rather than a pedagogic “bias.” UNICEF 
believes that there is an educational component in every endeavour related to human 
development, whether it be the provision of potable water or generation of income for 
women, or the disposal of excreta, or whatever. In addition, UNICEF believes that 
education itself is a human right, a developmental activity and basic service, which 
incorporates and co-ordinates content and processes vital and appropriate to 
development of individuals in specific environments. Education is linked to life. 

It is sometimes difficult to see how assistance given to a particular educational 
activity will further the kind of goals and objectives which UNICEF advocates. For 
example, a direct assistance to a curriculum development centre (in the form of a 
photocopying machine, perhaps) may or may not influence the design of appropriate 
learning experiences. There is no inevitable reduction in infant mortality when facts of 
diarrhoeal control are placed before an audience of mothers. There is no conclusive 
evidence to support the belief that literacy in itself is sufficient to sustain development. 

On the other hand, there is conclusive evidence that, for example, pertussis, 
tuberculosis, and other infectious diseases, retreat in the face of enlightened practices, 
cleanliness and good nutritional standards. The vaccines are not nearly so effective as 
the raising of overall educational standards. It cannot be said too often that by 
“development” UNICEF means “human development.” Human development isa 
direct outcome of education. 

A UNICEF programme officer is not necessarily an educational specialist and he will 
often have to seek the advice of professional educators when making decisions about 
assistance to education. However, he can be aware of the complexity of education and 
of the ineffectiveness of supporting only one aspect when the other essentially related 
aspects are not also being treated. 

The commonest errors (among educators themselves also) are to assume that if a 
system exists, learning takes place; if facts alone are absorbed thay lead to behavioural 
changes; if a “message” is told, that it will necessarily be assimilated. 

There is a system appropriate to every learner, educational material which will enrich 
every life and a process of learning suitable for every situation. The educator’s skill is to 
identify and exploit all of them. 
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RIMARY schooling may be regarded as the first of successive levels of 

schooling—the elementary or fundamental level on which secondary and tertiary 
levels are founded. In another sense, the adjective “primary” may be understood to 
signify that which is first in importance. The latter connotation is less often the one 
given, even though there is much evidence to support the contention that it ought to be. 
One purpose of this discussion is to draw attention to the arguments, economic, social 
and educational, which support a view that primary schooling is perhaps the best but 
certainly a sound investment in any nation’s economy, yielding a high rate of return; 
that it has a nuclear role to play in human development; and that it provides an avenue 
to equity and social justice. A further purpose is to suggest ways in which primary 
schooling may be modified and adapted to meet developmental needs and provide an 
adequate and appropriate preparation for life. 

Trends in history: Built into the constitution of every developing country (most of 
which became independent in the 1950s and 1960s) was a clause which enshrined the 
right of every child to schooling. In part, this provision was a derivation from the 
liberal tradition in which, for the most part, the early leaders had themselves been 
educated, For example, in India, Nehru advocated education as being “good” in itself 
and a requirement for the development of the “whole” person. In many countries the 
political leaders were products of mission schools which combined in their curricula 
the values of service to others and academic excellence. On the other hand, the “human 
capital” theory, which almost invariably accompanied independence, demanded that 
workers be prepared in schools for the industrialization which was felt to be the 
prerequisite of development. For whatever reason, in a series of meetings of Education 
Ministers convened by UNESCO in Karachi (Asia), Addis Ababa (Africa) and 
Santiago (Latin America), country after country drew up objectives and schedules of 
school expansion which were to challenge them continuously throughout the 
succeeding decades. 

Strenuous efforts were made to attain universal school enrolment. Primary 
enrolment doubled in Africa and Latin America; in Asia it rose by 80 per cent. At other 
levels of education, the proportional increases were even higher, There were major 
achievements in linear expansion, but in most countries the rate of increase could not 
keep pace with the rapid growth of populations and increasing demands on national 
budgets. And in the effort to attain the targets, standards sometimes deteriorated: 
teacher education went into decline; school environments became less conducive to 
learning; facilities became fewer, and so on. In general, it was the private schools, 
available only to the elite or the comparatively wealthy, which were able to maintain 
the highest standards. 

The expansionist policy was justified to a great extent on the grounds that economic 
backwardness was due to a dearth of manpower skilled in the crafts and trades of 
industrialized nations; that the systems, content and methods of Western education 
were transferable to other countries; that skilled manpower is schooled manpower, a 
natural assumption since the coveted technology was also a product of the West. Such 
was the immediate need and such was the mood of the times that these assumptions 
were accepted Wholesale, Often in the name of equity of opportunity for the individual 
and sometimes to foster national sovereignty and pride, enormous investments were 
made in linear extension of colonial systems. Large-scale curriculum projects 
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flourished, introducing the subject matter of modern science and technology but more 
often than not presenting it in conventional ways—in institutions modelled in the 
classical mould and using out-dated educational methods. The developing world was 
in a hurry and it was not the time for the critical voices of caution or moderation to be 
heard. The wisdom and appropriateness of the indigenous educational philosophies 
were increasingly disregarded in favour of theories developed elsewhere. Implicitly or 
explicitly, the argument in favour of primary schooling was increasingly seen as a 
direct economic investment in the stock of human capital. 

Logic of investment: Not all the basic assumptions were necessarily at fault nor was 
any one of them necessarily totally false. With a few modest exceptions, they led to 
financial expenditures rising faster than total enrolments, severe budgetary problems, 
graduate unemployment, the expectations and plight of secondary school leavers 
unwilling to take on low-status jobs but not qualified for higher ones, the unprepared- 
ness of primary school leavers to enter the world of work with enquiring minds and the 
capacity to acquire a diversity of relevant skills. In addition, the inexactitudes of 
planning which for the most part (and inevitably) failed to match projected manpower 
needs to educational opportunities, resulted in disparities between need and availa- 
bility, and the absorptive capacity of the labour market. Alienation and disgruntle- 
ment characterized thousands of “educated” job seekers. Above all, perhaps, the 
human capital theory undermined what had previously been the strength of many 
traditional initiation procedures—the acquisition and inculcation of habits, attitudes, 
values and discretionary powers which are the social foundations of communities and 
societies just as surely as they are the basis of their economic status. 

In recent years, research scholars have re-examined the economic argument in 
favour of schooling and while some of the factors supporting the earlier argument do 
appear to retain a claim to continuing validity, there has been considerable re-thinking 
of the overall emphasis on the direct linkages between projected manpower require- 
ments and the provision of learning opportunities in schools. 

Economic reasons: Schooling does appear to result in more worker productivity, 
whether that productivity is considered as relating to the individual's employment in a 
“job,” or to corporate production output outside the formal employment sector. This 
appears to be beyond dispute. However, increasing his or her cognitive skills through 
extended schooling does not necessarily enhance an individual’s chances of entering 
high-status employment. It is not the extent of knowledge which determines a worker's 
ultimate level of job attainment. Even at tertiary levels, graduate grades are 
only minimally predictive of worker’s performance. School performance (measured in 
terms of cognitive achievement) appears to have no significant bearing on individual 
earnings in later life. 

However, it does appear that achievements in the non-cognitive domain do positively 
and directly affect earnings. At the lower job levels, attributes such as punctuality, 
obedience, and respect for authority, are much favoured by employers; at higher levels 
initiative, self-reliance, decision-making ability, etc. are most rewarded in employment 
in the formal sector of the economy. The human capital theory still has validity but for 
reasons not fully understood earlier. There is not necessarily a technical relationship 
between the education required for the job eligibility and the occupational skills 
needed for effective performance in the job. 

One of the most interesting conclusions of much of this recent research is that 
positive changes in attitudes and behaviour of the kinds mentioned above are achieved 
even in schools of very low quality. Perhaps in many cases this is due to the interaction 
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with peers and their influence rather than to the contribution of teachers. 

The economic argument appears to hold good for communities and societies also. 
For example, from 18 studies in 13 low-income countries in 1980, it was concluded 
that in 80 per cent of the cases examined, the relationship between years of schooling 
and agricultural output was positive and statistically significant. Four years of 
schooling increased output by about eight per cent. However, the researchers 
concluded that education is not sufficient in itself; there has to be a “modernizing” 
environment, such as equipment, new roads, and improved strains of crops. 

A study quoted in the World Bank’s Education Sector Study of 1980 provides 
evidence that education increases productivity individually and collectively. In 20 
countries the rates of return on education are significantly positive: 12 per cent, or 
better. The average rate of return is significantly higher on primary education (26.2 per 
cent) than on secondary (13.5 per cent) or on higher education (11.3 per cent), The 
World Bank Sector Survey Paper concludes: 

“Arguments of economic efficiency...support continued investment in primary 

education. Some general formal schooling seems to be necessary for further training; 

it provides skills in communication, mathematics and science necessary in a modern 
economy. Educated workers are achievement-oriented, more self-reliant, more 
adaptive to new situations, and above all more trainable. To improve the external 
efficiency, therefore, it is necessary to expand and improve efficiency of at least first- 
level education.” 

j he brief, therefore, the economic argument in favour of primary schooling is as 

‘ollows: 

— The main case for investment in primary schooling is that it makes people more 
productive at work and in the home. Far from being an obstacle to higher rates of 
economic growth, it helps to achieve them. 

— Evidence suggests that the economic and social returns to investment in primary 
schooling in most developing countries are higher than other forms of national 
educational investment. 

— In farming communities, with high illiteracy rates, primary schooling provides an 
investment opportunity which should have high priority on economic grounds. 

— Expenditure on primary schooling is not only a more attractive investment in many 
countries, but is a means of increasing the incomes of the poorest people without 
overtly upsetting social norms. 

— Changes in attitudes and behaviour are achieved even in schools of very low quality. 

Social arguments: The economic argument is persuasive and important but it is the 
non-economic effects of primary schooling which impinge most directly upon the 
concerns of UNICEF. While there is a clear economic case for investing in primary 
education, the benefits of which are now measurable in terms of rates of return, 
input/output ratios, cost effectiveness and other indicators of profitable financial 
investment (all of which have become the gods of development planners), there is an 
equally strong case to be made for the effects of primary education on human 
development. This is a much more complex argument and not reducible to objective 
assessment using numerical indicators. It is based upon the synergistic and mutually 
supportive effects of schooling and other services upon social objectives. It is this 
return from investment in primary schooling which gives it a special interest for 
UNICEF. Primary education, from UNICEF’s viewpoint, is a social rather than a 
pedagogic concept. 

UNICEF's four major areas of concern are child survival, protection and care of the 


Learning for Life 179 


mother and child, improvement of the home and family environment and preparation 
of the child for life. It is believed that education has an interactive and strengthening 
effect on all activities deriving from these concerns. Child survival is better assured 
when the mother, family and health worker adopt enlightened sanitary and safe 
practices in ante, peri and post natal care. An increase in the years of schooling of 
females affects the “biological supply” of children by raising marriage age, reducing 
numbers married, and by enabling absorption of knowledge about child-spacing and 
family planning. Education directly affects family size, health, nutrition, literacy and 
culture—all of which influence child survival and growth. 

The protection and care of the child similarly depend upon the creation of awareness 
and enlightenment. The knowledge, skills and capacities which enable families to 
improve the nutritional content of diets, correctly feed and wean their infants, diagnose 
ailments and distinguish between those they can treat themselves and those which call 
for referral services, identify impairments at an early stage, present their children for 
immunization, protect them from exploitation, accident or the blandishments of 
strong commercial interests, and so on, are the outcomes of learning opportunities and 
experiences which may be provided in schools. Here again, as with the improvement of 
economic status, there is a core of knowledge and information which may be acquired 
but it is the inculcation of desirable attitudes and values that will bring about the better 
nurturing and cherishment of the child and the better preparation of responsible and 
capable citizens. 

Relevance to life: Learning and education in themselves are not enough to bring 
about the changes in survival, protection and care and the improvement of the physical 
environment—all of which support human development. But education can play a 
central role in all of them and the content, systems and technologies of education can 
be deployed as the catalysts of a modernized environment. Clean water supply is 
essential to good health, but in itself will not guarantee it. An increased food supply will 
not necessarily affect the nutritional status of children. Availability of latrines is not 
sufficient to ensure sanitary surroundings. In all of the activities related to the planning, 
installation and maintenance of services, there is a learning element. Additionally, 
education may have a co-ordinating role in any provision of amenities which directly 
involves families and communities. We have already seen also that education makes a 
direct contribution to the improvement of economic status. 

The traditional role of education is, of course, clearly recognized in the preparation 
of the child for life. The roots of the word itself are in educare and educere, the Latin “to 
rear” and “to lead forth.” All societies in all ages have afforded learning opportunities 
of some kind to their young by which the children were initiated into the skills and 
requirements of survival and adult responsibility.Regrettably, in recent times, the 
learning experiences are not always selected or designed with consideration for their 
ultimate relevance to the life which the learner will lead in future years or to the needs of 
the community and society. In modern parlance, the aggregate of learnings is the 
“curriculum” and curriculum has sometimes been ill-conceived as merely a “package” 
of knowledge largely unrelated to the learner’s environment or the world of work. 
Where such linkages do occur, they rarely give equal emphasis to the affective learnings 
without which the cognitive learnings have limited currency. 

Even when curricula are relevant and balanced, educational planners tend to develop 
them in isolation from modification of the systems through which curricula will be 
provided, or they fail to adopt educational technologies which will adequately support 
them. Thus, for example, there have been many attempts to introduce agriculture in 
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the curriculum—a desired departure—by treating it as a traditional schoo! “subject,” 
time-tabled (inevitably considered inferior) and using the methods of “chalk and talk” 
as the method of transmission of knowledge and skills. Thousands of overgrown and 
derelict school gardens testify to the failure of this approach. 

It is essential that whatever the learning opportunity to be provided in order to 
prepare the child for life, it be examined carefully from all three points of view: content; 
systems; methods. 

UNICEF concerns embrace all of these factors. UNICEF sees education (and 
particularly primary education) as an element supportive of UNICEF’s own 
involvement with governments and others in matters of child survival, protection and 
care, the improvement of family and community environment and preparation of the 
child for life. It is all-pervasive, cross-sectoral, supportive and inspirational in all other 
developmental endeavours. It is from this point of view that UNICEF takes its stand 
on behalf of children. The economic argument is powerful, but less powerful than the 
social one which projects education as the force which imparts impetus and 
momentum to the development of humanity. 

The final argument in favour of universal primary schooling is that it has a levelling 
social effect. A widely held view of schooling is that it enables the ruling elite to 
maintain its position of privilege and power. Even the transmission of knowledge from 
generation to generation may be used to protect the position of ruling classes and 
maintain social stability. Restricted enrolment in schools, the retention of sterile 
curricula unrelated to life, perpetuation of “inert ideas,” are all means of maintaining 
the status quo. In India, the early educationalists and other thinkers were acutely aware 
of this. Compulsory education was introduced in Baroda as early as 1906; Gokhale 
moved a resolution to make elementary education free and compulsory as far back as 
1913. Gandhiji published his similar thoughts on education as early as 1908, 
propounding learning through doing and forcefully rejecting intellectual training 
which is altogether unrelated to manual or physical work. All these early intellectuals 
recognized the egalitarian potential of schooling. 

The primary school’s potential is great. The system employs more personnel than 
any other similar sectoral agency. It has access, direct and indirect, to more homes and 
families than has any other single institution. It can be condemned in terms of its record 
on its structures, its processes, its relevance or standards, but to recommend its 
rejection or abandonment is to misunderstand its essential, deep-rooted relationship to 
mankind and its societies. While there is need for alternatives to provide opportunities 
for the educationally disadvantaged of all ages, the primary school still holds out the 
best hope for the future—but a school modified and reformed on the basis of sound 
socio-economic investment. 


7.5 Play as education 


T opportunity for this discussion reflects the sensitive expression of 
: adult concern for an obvious but neglected area of child development. Learning 
is experience. People, even children, are not educated; they educate themselves. They 
cannot be developed; they develop themselves. 
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As educators have found by experience, what is possible is: 

— to promote an environment in which the process of learning becomes spontaneous 
and easy; 

— to shape the content of learning to make it relevant to life; and 

— to evolve a system of education which is accessible to all. 

In the specific context of Afro-Asia, this concern has not found practical shape— 
notwithstanding the directive in the 1959 Declaration of the Rights of the Child that: 
“The child shall have full opportunity for play and recreation, which should be 
directed to the same purposes as education; society and the public authorities shall 
endeavour to promote the enjoyment of this right.” Long before this international 
affirmation, Mahatma Gandhi observed—in the context of his own radical inno- 
cation in early learning in India—that the rudiments of knowledge are imbibed in 
the course of play, which is an essential part of education. In his perception, education 
implied the all-round drawing out of the best in child and adult—body, mind and 
spirit. 

Freedom and creativity: UNICEF is happy to join, on children’s behalf, in this 
renewed quest for freedom and creativity. We would suggest that these two words— 
freedom and creativity—signify the same meaning and value. 

Let us at this stage recall a couple of typical /ocal images which represent valuable 
insights. A recent UNICEF sponsored film on a slum in Calcutta, depicts amidst its 
squalour and hunger, narrow lanes and crumbling tenements, little unkempt children 
defying their evident under-nourishment and taking time off to play with stone and 
string and pieces of chalk, happily and on their own. 

Equally poignantly, a recent study (by the National Council of Educational 
Research and Training) of a tribal pre-school centre, under ICDS, in a backward, 
inaccessible village in the southern forests of Madhya Pradesh, reports how a small 
input of locally improvised toys and materials for learning through play led, in a short 
period of time, to a significant enhancement of the language and cognitive abilities of 
the children of the tribal people. 

The traditional societies in Asia and Africa have a rich and varied wealth of folk 
games and toys which lend themselves to creative activities and science experiments for 
children. Through them, social interaction and an appreciation of the natural world 
could be achieved easily and inexpensively. There are laudable examples of such 
activities that exist and flourish in this part of the world. The limited coverage of each 
such effort is no reflection on their qualitative significance. Indeed the opportunity for 
free expression of a child’s personality is secure only in small groups. The urge to 
replicate and the craze to imitate should not lead to the facile assumption that a 
particular set of materials or activities would suit all children irrespective of their 
individual propensity, social situation and cultural tradition. We have therefore to 
address the practical question of liberating children, and removing the barriers erected 
by adult society in the way of their self-development. 

One of several rights: Some of the possible lines of priority action are fairly obvious. 
And all of them relate to changing the attitudes and capabilities, not of children, but of 
adults. For example, there is a definite need to inform child care workers as well as 
parents how to stimulate children to play games that assist in learning. We would 
propose that ideas and materials for such adult learning be gathered, sifted and 
disseminated through appropriate channels. UNICEF is already co-operating in this 
area. Thete are other ideas awaiting acceptance and integration into programmes run 
by organizations with resources and resourcefulness. For instance: 
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— The use of drama as a form of participatory play. This has proved to be highly 
successful among children, including the handicapped. 

— Puppetry has been tried with good result to restore self-confidence particularly to 
withdrawn children. 

- Role-playing and story-telling have worked exceedingly well in child-to-child 
programmes. _ 

The challenge before us is how to intermesh learning through play with on-going and 
expanding programmes of child development. If there is one lesson from the global 
experience of UNICEF, it is that the elements that support the child’s development 
hold together, or not at all. Drinking water supply without sanitation makes little 
difference to child health. Supplementary nutrition may be pointless without 
immunization. In the absense of nutrition, the capacity to absorb learning, and 
therefore the learning process, will suffer. The opportunity for children to play and 
learn must be accompanied by a cluster of basic services, each of them essential to the 
child, but none sufficient by itself to ensure the child’s development. 

Those programmes that incorporate all the elements that answer the development 
needs of children are likely to succeed. The convergence of such services has to be 
understood not as a final coming together of various services in the fullness of time but 
their intertwining, overlapping and mutual reinforcing from the earliest possible stages 
of, and through, the development process. When the pre-school teacher, the water 
supply technician, the health worker, the nutrition supplier and the promoter of the 
child’s right to play understand each other and learn to work together for the same 
child, at the same time we would have underwritten his or her development. 

In matters concerning child development, time is of the essence. The shortage is 
not so much of ideas but of concerned and trained persons to work for and with 
children. We refer to the rights of the child. The use of the word right has a legal 
connotation and implies enforceability. If it did not, in a situation bordering on 
destitution, it would amount to a cruel joke. The rights of the child would be secure 
only through social organization in small communities asserting these rights on behalf 
of the vote-less, often voice-less, child. Nothing less will assure the deprived child of the 
right to play and to develop. And this is an obligation of adult society. 


8 Food for Growth 


8.1 Children at risk 


HERE are several reasons why an examination of nutrition monitoring 

and evaluation is of critical relevance to the ongoing work of governments and 
voluntary organizations throughout the developing world. The World Health 
Organization and UNICEF together with FAO, have been seeking to build nutritional 
surveillance into national reporting systems. We cannot expect the nutritional needs 
of children or adults in low-income regions to be met in reasonable time as a result of 
increases in overall food production. Hunger persists in particular countries, and in the 
world overall, despite more food being produced than is necessary to meet the calorie 
requirements of all the population. 

Availability and access: Malnutrition is a problem not so much of aggregate food 
availability as of individual and group deprivation. It has to be understood as such and 
addressed directly. But such an approach presumes current knowledge—on the part of 
national policy-makers and planners, local managers and workers—of nutritional 
conditions of the people and the diverse factors that influence them. Yet the needed 
information is by and large not available in most developing countries and at different 
levels of decision and intervention. 

Degrees of deprivation: Some facts are known, all the same. More than 200 million 
young children wait today to be released from hunger. An estimated 10 million of them 
are, at any given moment, in the grip of severe protein-energy malnutrition. The result 
is that half of the 15 million under-fives who die every year in the developing world are 
killed by malnutrition or by diseases fuelled by it. About a sixth of the babies born 
every year are underweight, 95 per cent of them in developing countries. The risks to 
survival continue to loom large in the first few vulnerable months when the death rate 
rises to between 30 and 40 times more than in the industrialized world. This is the 
factual basis for the belief, which UNICEF shares with WHO, that special attention 
for the pregnant and lactating mothers and the very young child is crucial to any 
strategy against malnutrition. This priority must therefore inform nutrition monitor- 
ing and evaluation as well. We believe it is a function of nutritional surveillance to go 
behind the aggregate picture to identify the disadvantaged and disaggregate them for 
deliberate discrimination in their favour, as a matter of national policy on nutrition. 
How else can we ensure a consumption target on the basis of minimum human 
needs?—in a situation where the production, distribution and utilization of food is 
governed by market demand which in turn is largely influenced by the prevailing 
income distribution. And can this be attempted except within the proximate context 
and contours of the local community? 


184 The Child in South Asia 


Determinants of nutritional status: We have touched on one set of facts on the human 
condition in the field of nutrition. Our learning process has also taken us, rather slowly, 
to another truth: The nutritional status of a community depends on a number of 
factors, not all of which fall within the conventional purview of nutritionists. We have 
in mind the formidable array of nutritional determinants, among them the production 
and supply of food at home and in the neighbourhood, supplementary food through 
dependable channels of delivery, pricing mechanisms geared to employment levels and 
purchasing power, the sharing of basic resources like land and water, the size of the 
family, its knowledge level especially of nutritional needs and responses, its capability 
to conserve and preserve foods, the prevention and eradication of diseases caused by 
infections and infestations and the availability of social services like health, sanitation, 
safe water, electricity, communication and environmental protection. If these diverse 
factors determine food availability, intake and absorption, these need to be measured 
to evaluate changes in nutritional status. 

Elements of policy: There exist in nearly every country, pockets of dedicated 
endeavour reflecting varying degrees of success, to promote a package of relevant 
employment, basic services and family and community self-reliance. Not only it is 
within our potential to deliver it but it is also increasingly clear that nutrition on a 
community scale can be promoted and sustained only through a convergence of result- 
oriented public policies, social services and familial self-support. In as much as we have 
not succeeded substantially in promoting this multi-sectoral approach to nutrition, 
there has been a failure in advocacy on the nutrition front. When the subject of 
nutrition is taken seriously, it is treated too narrowly. One result is that our knowledge, 
for instance, of the effects of nutrition on child development is not matched by the 
effectiveness of our intervention. There is a certain rift between technology and its 
application to those in need. This is a matter for serious study by those evaluating 
nutrition programmes. 

The professional interests of nutritionists will have to widen, their access to policy- 
making will have to increase beyond the ambit of health, across the spectrum of 
development, to public policies in realms like education, agriculture and exports. This 
is a matter as much of redefining responsibility as of earning the right for a larger 
policy-making role. 

People as subjects of change, not objects: Having said this, let us recall the fallacy of 
public functionaries—nutritionists or others—seeing themselves as at the centre of 
things and placing ordinary people at the periphery. This broadly has been the pattern 
of the past, the present consequences of which could have been predicted. Most 
nutrition interventions, when they work, have too narrow a coverage, high overhead 
expenditure, a serious lack of parallel health measures against common infections and 
infestations, over-dependence on external aid and an inadequate content of nutrition 
education. There has also been conceptual weaknesses arising from discounting the 
value of local effort by the community. The need for simultaneous enhancement of the 
capacity not merely to grow food but also to buy and consume it must be underlined. 
Even more, importance of attitudinal change through a process of ‘learning by doing’ 
must be recognized. To promote this process, the congruence of political will and 
professional skills is necessary, but the critical factor is the confidence that awareness 
brings to a community. Nothing transforms it like the knowledge that it can transform 
itself. 

The message of this development insight is that the people have to be at the 
centre of the change process and we, the change agents, must know our place at 
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the periphery. All too often, it is the other way round. 

Relevance of intervention: Let us then face the question, commonly raised and 
undoubtedly relevant, whether nutrition interventions, per se, can make a difference? 
Studies show that they have been effective especially in promoting the well-being of 
children in their limited areas of operation. This has happened to the extent that they 
have imbibed most, or even some, of the attributes of a sound nutrition programme 
that we have briefly discussed. Their success depends on an inter-sectoral approach, on 
multi-agency collaboration. Education, training, technical soundness, research, 
communication, surveillance and evaluation are equally important parts of this effort. 
But the most important criterion by which a nutrition intervention must be judged is 
whether it involves the target community to an extent that it can lead, with some 
support from outside, from alleviation of malnutrition to practical means of tackling 
the main cause of malnutrition, the imbalance of income distribution. An intervention 
programme is a relief measure that ought also to assure, in steady steps, the inherent 
right of nutrition to all. 

Perception and policy: We have tried to sketch a frame of reference for a discussion 
on nutrition monitoring and evaluation. This outline represents some of the lessons 
UNICEF has learnt from its mixed experience in promoting nutrition for child health 
in many countries through three decades. Concepts have evolved with understanding, 
programmes have changed with policies—from short-term sectoral help to nutrition 
of child-and mother, to active concern with the complex of services affecting the lives of 
children, from applied nutrition, safe water and processed foods to preventive health 
care, pre-school attention, and fertility regulation. Science has made us realize what 
needs to be done. Some of us know how it is to be done. Yet results are less than what 
they could have been. UNICEF is therefore willing and anxious to learn, to collaborate 
closely with governments, non-government organizations and sister agencies like 
WHO. UNICEF is conscious that its resources are not unlimited, that the function of 
triggering a direct assault on poverty (of which malnutrition is the worst and widest 
manifestation) belongs to others, particularly national governments. All the same, 
UNICEF is firmly committed to assisting this process, through direct support to the 
right kind of nutrition interventions and indirectly through advocacy of proper policies 
and practices. 

UNICEF’s approach to monitoring and evaluation of nutrition programmes is 
naturally conditioned by its own experience. We have noted some of the criteria we 
consider important for evaluation. As for the methods of monitoring and surveillance, 
it is essential that they are based principally on simple indicators easily understood by 
the community. Their assessment and appraisal too should, as far as possible, be within 
its capability. This implies that the monitoring process will be open and impartial. The 
monitored information should be available, in a continuous flow, at all levels of 
functioning. There is no other way to cope with the enormous variables of time, space 
and human response. 

Monitoring and evaluation are not an end in themselves. The primary objective is the 
well-being of the community, with priority to the well-being of children. We should not 
wait till malnutrition overtakes vast numbers through creeping calamities or sudden 
emergencies, as indeed vast numbers have already been overtaken. The test of 
surveillance is to predict misfortunes of either kind well before they occur. For, the 
main orientation of our common task, now and in the future, is to prevent 
malnutrition. And we have to fulfil it not through sophisticated clinics and paediatric 
wards but in ordinary homes and by village facilities. 
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8.2 Towards better infant feeding 


HE global progress achieved so far in raising awareness, mobilizing opinion 

and changing attitudes on infant feeding practices is one of the more productive 
examples of collaboration between private organizations, governments, WHO and 
UNICEF. The joint endeavour has to be carried forward in national contexts in agreed 
and practical terms. 

Nothing is nearer to the UNICEF mandate than sparing infants from the perils of 
faulty feeding practices. So many young lives wither every day from this single cause. 
Which is why the joint WHO-UNICEF meeting in 1979 declared that: “Poor infant 
feeding practices and their consequences are one of the world’s major problems—and 
a severe obstacle to social and economic development.” That shows the order of the 
task for which we are called upon to shape a strategy. 

The International Code of Marketing of Breastmilk Substitutes is valuable not only 
for its comprehensiveness, but also because it represents a virtual consensus of world 
public opinion. It is the formal moral sanction for all of us to follow up on its message, 
on many fronts. But before we can implement or monitor it, we have to be clear as to 
what the message is in a particular national context. 

At the present level of knowledge about infant feeding practices in India certain 
tentative inferences are possible. In the rural areas, where breastfeeding still appears 
to be the rule, complementary foods may not be of the appropriate kind or introduced 
in time. This could be due to ignorance or lack of purchasing power. A viable approach 
to this situation of the poor rural majority may be three-fold: 

— First, the prevailing traditional practice of breastfeeding will have to be protected 
against possible encroachment by bottlefeeding and other poor practices. This 
should not be difficult as breastfeeding practices are deeply—even scripturally*— 
rooted in the Indian tradition, though that tradition is threatened today by an 
urban-based commercial culture. Village mothers must be made aware of the merits 
of breastfeeding and the disadvantages of artificial feeding—as a matter of 
continuing learning and practice. 

— Second, appropriate locally available and inexpensive complementary foods have 
to be identified in each geographic region and socio-cultural milieu and mothers 
advised on introducing these foods in the diet of the infant from the 4th to 6th 
month, in addition to breastfeeding. 

- Third, as infant feeding starts before birth, mothers have to be informed and 
enabled to take the necessary nourishment during pregnancy. 

In the towns, poor infant feeding practices arise slightly differently. Breastfeeding 
seems to have given way to bottlefeeding to an extent that may be inadvisable to 
ignore. Hospital practices tend to inhibit breastfeeding. This trend in favour of 
artificial feeding may not be rapid but it can spread slowly from the town to the village, 
from the better-off to the poorer sections. The approach to improving infant feeding 
practices in urban areas has to centre on public information, hospital procedures and 


* May four oceans, full of milk, constantly abide in both your breasts, you blessed one, for the 
increase of the strength of the child! 

Drinking of the milk, whose sap is the sap of immortal life divine, may your baby gain long life, as 
do the gods by feeding on the beverage of immortality! Susruta, 111, 10 

His mother beareth him and his weaning is two years. The Koran, 31, 14 
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marketing practices by the infant food industry. We should not limit our public 
education to usual official channels, but rather use all existing channels including the 
mass media. 

Before we outline some of the ways in which UNICEF is trying, and proposes to try, 
to promote better infant feeding practices, let us look at a compendium of relevant 
discussion on this topic. It is part of the UNICEF Executive Director’s report 
to the 1982 Executive Board session. It was prepared on the eve of the last 
World Health Assembly but it deals with the tasks of the future and the UNICEF 
commitment to them. It also forms the first of a series of our publications on infant 
feeding. 

In the past few months, the UNICEF Regional and Country offices have initiated 
certain steps calculated to promote better infant feeding practices—as part of the 
wider effort in collaboration with the governments, WHO and others. We offer, and 
invite, co-operation, criticism and participatory action in every practical way. 

~ UNICEF is assisting surveys on current infant feeding practices in metropolitan 
cities, some selected towns and a few villages. The method has been finalized. The 
results should come in during 1982. We are also supporting a survey of hospital 
practices having a bearing on breastfeeding. These surveys should yield inform- 
ation and insights useful to determine the directions of specific interventions and to 
develop related programme content and to evaluate programme impact. 

We are infusing the message of proper infant feeding practices in the various sectors 
of UNICEF-assisted programme activities. For example: 

- Dissemination of knowledge to different target groups on the advantages of natural 
feeding and the need for complementary foods. The print and electronic media as 
well as inter-personal communication at the community level are being used. We 
are encouraging inclusion of teaching about improved infant feeding in ail training 
plans supported by UNICEF in all sectors. We are also prepared to support a 
public campaign through commercial public relations channels. 

~ It is the UNICEF policy to support good infant feeding practices and the Code. 
Thus in health programmes we shall support those that prevent the separation in 
hospitals of the newly-born from the mother. 

— Appropriate curriculum changes in medical learning and in nutrition and health 
education. 

- Facilities for working mothers, as part of the effort to raise the socio-economic 
status of women, including our own staff. 

~ Identification of appropriate foods for complementary feeding and improved 
weaning practices. 

~ Weare also prepared to support non-government organizations in their endeavours 
in extending good infant feeding practices. 

UNICEF is assisting in bringing together—and the work is nearing completion— 
available literature on research done on infant feeding practices; for example, the 
prevalence, frequency and duration of breastfeeding; and the nature, source and 
timing of weaning foods. This knowledge should assist in rekindling public awareness 
of what the people themselves can do to promote infant health and prevent infant 
illness, 

Weare also prepared to support needs in the legal sphere if that seems appropriate to 
governments. 

In all these areas, we work in concert with governments and WHO. Indeed the 
global progress achieved so far in raising awareness, mobilizing opinion and changing 
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attitudes on infant feeding practices is one of the more productive examples of such 
collaboration. 

Once we place the deprived child at the centre of our concern, the rationale for the 
urgency of better infant feeding practices will be clear. Regulatory mechanisms can 
work only if we assume side by side the promotional responsibility. And this is not 
exclusively a government job. A number of non-governmental organizations active in 
the field—professional bodies, community organizations and voluntary agencies— 
could be enlisted in support of monitoring as well as promotional work. It should be 
noted that private organizations were the moving force behind the impetus toward 
preparation of the Draft Code; And we should adapt and build monitoring procedures 
into national reporting systems like the National Sample Survey—taking into account 
the differing situations in rural and urban areas and at various income levels. UNICEF 
is prepared also to work with the private sector to improve nutrition education and 
welcomes the support of the infant food industry. 

Behind the agenda and the principles set to guide its course, lies the question of 
summoning our will in support of the little child that now goes, for whatever reason, 
without its mother’s milk. UNICEF is as keen as ever to come to the help of 
this child. Indeed, we would have been equally involved in promoting improved 
infant feeding practices even if there were no milkfood manufacturers and no market- 
ing code. 


8.3 Nutrition and child development 


HERE are few topics that interest UNICEF more deeply than nutrition 

in relation to child development. We of UNICEF would like mainly to listen and 
to learn. Yet, given the nature and ramification of the nutritional problems that face 
half the population of the world, and a majority in these parts of the globe, it may be to 
the good that we share with you our perceptions, born of experience through many 
countries and over three decades. We are interested as much in practicality as in theory 
and our emphasis will be the role of nutrition in development for children. 

From the beginning of the UNICEF involvement in nutrition promotion till 
today—from Europe 35 years ago to Kampuchea only recently—the focus of our 
concern has been malnourished victims of particular emergencies, with special 
attention to the most vulnerable among them, namely children. This dimension of our 
work, which consists of assisting intervention programmes, cannot disappear as long 
as disasters recur. But increasingly, we have come face to face with malnutrition of an 
endemic nature of large populations, lasting through generations, and compounded by 
illness, unemployment and ignorance. This human condition is nothing new, but our 
understanding of it is still incomplete and our capability to confront it troubled by 
doubts and inadequacies. Another kind of ‘intervention’ on a broad social scale and in 
a long-term plan, is evidently called for. And such intervention has to be founded 
firmly in the science of nutrition, though it must also have essential policy dimensions 
like food, incomes and prices on the one hand, and education, health care, 
environment, and population planning on the other. This composite approach should 
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result in coherent and workable national nutrition policies, which in most developing 
countries are conspicuous by their absence. 

In times of recession, like the present, the need for comprehensive nutrition policies is 
all the more acute. And their relevance to the first five years of the human life is 
compulsive, considering that 90 per cent of the growth of the human brain and 50 per 
cent of the growth of the human body occur during that brief period. 

A means of development: As we know, the International Development Strategy for 
this decade, adopted by the UN General Assembly at the end of 1980, conceives 
of development as an integrated process, with an increased emphasis on the object- 
ives of social and human development. Nutrition is a crucial component of this 
design. 

At the same time, recent experience, including the performance of developing 
countries during 1981, shows that the social goals as well as economic targets are in 
danger of receding. The fall in infant mortality rates, the rise in life expectancy, the pace 
of school enrolment are all beginning to slacken in the developing world as a whole, 
compared even to the modest progress in the late 1960's and early 70’s. And the seven 
per cent annual average rise in gross domestic product of developing nations through 
the 80’s is unlikely to be achieved. 

All this means that consumption levels of food may decline; that actual consumption 
may be worse than what per capita averages of calorie intake suggest; that prices may 
rise faster than incomes. Can the view be taken that nutrition policies and nutrition 
programmes should await easier times? Compassion apart, nothing would be more ill- 
advised than that in terms of development, because nutrition is a means (as well as an 
outcome) of development. UNICEF would argue that cogent national food and 
nutrition policies and their vigorous implementation can be postponed only at the risk 
of a deeper socio-economic crisis than one sees today. 

Availability of food: We need not however overdraw the picture of gloom. Ifitisa 
matter of food availability; the world foodgrain production in 1981 was an all-time 
record of 1517 million tonnes, by the latest FAO estimate. This increase was shared by 
large developing countries like India. If we go by the studies made by the World Food 
Council, a transfer of around 50 million tonnes of foodgrain would be sufficient to 
alleviate the precarious condition of the 500 million or so people of the world who are 
trapped in the extreme form of malnutrition. This is one example to show that 
possibilities of an answer to mass malnutrition are clearly there. More so, in the light of 
the relatively recent nutritional wisdom that the typical diets of the poor, if regularly 
consumed, meet not only the calorie requirements but also their minimum nutritional 
needs. Would it not be feasible to so fashion national food and farm policies that they 
subserve the basic nutritional needs of all the people? This is not happening to any 
significant extent in most developing countries. For the most part, policies and practice 
are oriented to cash crops and exports. 

Link with health: It is well known that malnutrition and illness feed on each other. 
The result is avoidable deaths, on a large and continuing scale, of little children as well 
as adults. This means that health care and nutrition should be promoted together, ina 
preventive and positive approach, And this, among other things, is what primary 
health care is about. It cannot make economic sense for one third of all children’s 
hospital beds in the developing world to be occupied by children suffering from clearly 
preventable diarrhoeal diseases, most of which are manifestations of malnutrition. Itis 
neither socially nor economically acceptable to have 500,000 children a year being 
affected by polio when 20 doses of vaccine cost no more than ten rupees. Nor is it 
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humane or sensible to have allowed 500 children to lose their eye-sight every day during 
1981 when Vitamin A tablets costing only a few paise could have prevented it. We will 
have to find new ways of linking nutrition, proteins and micro-nutrients included with 
primary health care, rather than with conventional illness care. Here again, achieve- 
ments do not match ambitions. 

Role of education: Malnutrition is, to a significant extent, the consequence of poor 
nutritional practices and inequitable distribution of food within the family, at the given 
level of consumption. Social custom, habitual neglect, imitative life-style and sheer 
ignorance may be the explanation for this. It has been demonstrated that it is possible 
to prevent the depletion of the available nutrition, through people becoming aware of 
the need, the choice, and the value in terms of type, quantity, preparation and timing of 
the food. This is a matter of acquiring relevant information, and the knowledge of its 
usefulness. This process need not wait upon a person becoming literate. It is the process 
of an education which is the most vital of all—preparation for living. 

Infant feeding: A poignant illustration of this possibility is provided by the natural 
option available to all families—to breastfeed the baby. It is a weak argument to hold 
that the unequal commercial competition by breastmilk substitutes is not yet a 
problem in countries like India. For, its early signs can be seen in the cities even among 
the poor. And prevention is less costly, in every sense, than cure. Taken together, the 
developing countries currently spend one billion dollars a year on infant formula 
products. Thus, the International Code of Marketing of Breastmilk Substitutes 
represents another opportunity to effect a change that would combine improvements 
in human life with saving in economic costs. 

Policy for nutrition: If we define nutrition as a basic human need, to which all people 
have an equal right, the way to meet that need will have to be people-oriented and 
people-based. It is not merely a food supply problem; nor a corollary to public health 
administration; nor for that matter the management of a short-run intervention 
programme for a limited target population. Each of these aspects has its role, as 
experience shows. But the momentum for a country-wide movement to eliminate overt 
malnutrition has to come from long-term public policies that: 

— raise the consciousness of people about what is nutritionally good for them and is 
within their grasp; 

— raise the production of food per person, with emphasis on foods typically consumed 
by the poor; 

— raise the incomes of the poor, through employment opportunities especially in the 
rural areas and through appropriate redistributive measures like land reform and 
taxation. 

Efforts to improve nutrition are sometimes portrayed as a palliative, rather than a 
basic answer to a basic need; as an expedient alternative to equitable sharing of 
national resources and participation by the poor in the making of decisions that affect 
their life. There is little room for such a negative view, because there need be no rift 
between nutrition programmes and systemic social changes. So much can be done here 
and now, in terms of awareness and alleviation, to prevent human depletion and 
degradation. And success in this direction can only assist and accelerate the 
transformation of structures of social injustice. 

Whether we will succeed in sparking a nutritional revolution in our time would 
depend on the possibilities we have noted becoming priorities with policy-makers. For 
this shift in the decision-making process, nutrition scientists can be among the 
strongest influences. 


Food for Growth 191 


8.4 The right to mother’s milk 


HE theme of our discussion is simple: the right of every infant to nutri- 

tion adequate for its health and development. This basic human right is under 
threat to an extent that about a sixth of the babies born each year are underweight and 
a third of the 15 million or more young children who die annually in the developing 
world are killed by malnutrition and by diseases invited by it. 

What our predecessors had known by experience and instinct, we have learned 
through scientific investigation. Yet the rift between available technology and its 
effective application to those in need prevails in the form of deprivation of many kinds. 
Of these, infant malnutrition is the worst and widest manifestation. It is our 
understanding that a major element of the strategy in the assault on malnourishment 
is, as always, within the means of even the poorest, if we allow it. We mean the 
natural access of the infant to mother’s milk. A food as good for the infant is yet to be 
invented. 

Itis a commentary on the ethos of our times that the World Health Assembly has had 
to issue (in May 1981) a call and a code of conduct to arrest the general decline in the 
wholesome tradition of breastfeeding and to check the erosion of sound weaning 
practices. Even now we are unable to claim, in this and other parts of the world, that 
this trend has clearly begun to reverse. 

The way itis: Let us look at actual experience. A village girl hardly 17, and in evident 
health, is married to a young man working as a watchman in the city. Barely literate, 
she lives with him ina tiny room and bears him a child. At his level of income, she loses 
a part of her health, though the 3-month baby suckling at her breast Jooks well. A 
worried husband takes them to the general practitioner round the corner who 
prescribes an iron tonic for the mother and suggests that she may, to save her own 
health, put the baby on cow’s milk or a good infant food. They try pasteurised cow’s 
milk for a while. Then, following a bereavement in the family, the mother and child go 
back to the village. There is no cow’s milk for sale in the village. Lactation has also 
stopped for the mother. But tinned milk is readily available at the nearby shop. So she 
buys it in the belief that her child will be as chubby as the baby on the tin. A month later 
she writes to her husband to say that with over a 100 rupees worth of infant food a 
month, the baby cries for more and does not yet like solid food. The story is real and 
recent and, familiar. : 

Breastfeeding has declined steeply in the developing world. A survey in a large 
country of South Asia reveals more and more mothers reporting lactation failure. It is 
likely that this predominantly urban occurrence is moving into the rural areas. The 
Percentage of babies being breastfed is known to have fallen over the past two decades 
in the Philippines, Singapore, Mexico, Brasil, and Chile. Traditional wisdom is 
yielding to trendy fashion. The poor are imitating the better-off within and between 
countries, at an unaffordable cost to themselves. They are for a variety of reasons 
unable to relate the consumption of food, (even mother’s milk) to minimum human 
needs (or the baby’s basic need). The production, distribution and use of food seem to 
be governed by the prevailing income distribution. The consequence of this pattern is a 
silent continuing disaster in countries, with large segments spending their subsistence 
incomes wholly on food. Can something be done about this living shame, here and 
now? 

Itis not part of the UNICEF function to launch a direct attack on poverty, but it is 
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our ambition, to assist in reducing people’s dependency and in enhancing the self- 
reliant capability of mothers and families even in poor communities to meet the 
immediate needs of the young child. We believe this is feasible in any system, because 
people do concur on matters concerning the future of children even when agreement is 
hard to come by in other areas. It is true that lack of purchasing power is the principal 
cause of malnutrition, but market forces need not come decisively in the way of the 
mother’s ability to breastfeed her baby. Unfortunately, they do. And this is a part of 
the problem. 

The many causes that interrupt, or seek to interrupt, breastfeeding have been studied 
in different situations over the past few years. UNICEF worked with WHO to 
contribute to this understanding. The International Code of Marketing of Breastmilk 
Substitutes adopted by the World Health Assembly by an overwhelming vote is an 
outcome of this close collaboration within the United Nations family. 

The Code is comprehensive. It also represents a virtual consensus of world public 
opinion. It is the formal moral sanction for governments to translate its message, as 
soon as they can, into national regulations and other appropriate measures to promote 
proper infant feeding practices. The Code has legislative, administrative, promotional 
and participatory implications. 

Breastfeeding is, as mentioned, both nature’s law of nutrition and the infant’s basic 
right. Before we consider the factors that come in its way, or try to persuade others, let 
us be clear about its value in our own minds. 

Value of natural milk: Breastmilk is the best food for a baby in any society. But in the 
materially poor communities of the developing world, its advantages over bottle 
feeding can widen to the difference between life and death. Breastmilk provides a 
complete and perfect food for the early months of life. And when other foods are 
introduced at about 4-6 months, it continues to be an important and safe source of 
nutrients for as long as breastfeeding continues. 

It has been established through scientific investigation in different parts of the world 
that bottlefed babies from poor homes have a higher incidence of infection, are 
bari prone to become malnourished and have a higher death rate than breastfed 

abies. 

The anti-infective properties of breastmilk, and of the colostrum which precedes it, 
are absent in the formula feeds. 

In an environment of shortage of fuel, clean water, utensils and storage facilities, 
preparing a hygienic bottlefeed is difficult. The bottle, nipple, water, milk and hands 
may be contaminated. 

Bottlefeeds are often too dilute because circumstances force the mother to make the 
prepared formula last as long as possible. And the preparation itself may be deficient as 
illiterate mothers cannot follow the instructions on the can. 

Prolactin, released by breastfeeding in the mother’s own body, is a natural 
contraceptive which milk substitutes do not provide. 

Breastfeeding requires no preparation, it encourages contraction of the womb after 
delivery (thus helping the mother to regain her figure). It carries no risk of inducing 
allergies or obesity and it promotes the vital psychological bonding between the 
mother and the baby that is so important for the latter’s development. 

Breastfeeding makes economic sense—for the family and for those nations that 
continue to import baby milk formula. Breastfeeding is much cheaper than any 
artificial feeding, even when the extra food required by the lactating mother is 
taken into account. In many contexts—such as the case narrated at the beginning— 
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the cost of adequate quantities of the formula feed would exceed half a labourer’s 
wage. 

Finally, breastfeeding can make a big difference to physical quality of life of people. 
UNICEF estimates that one million infant lives a year could be saved by the end of this 
decade—if irresponsible promotion of the so-called substitutes is controlled and 
mothers are reassured that breastfeeding is the best food for the baby. 

Let us see some of the factors that go against the practice of breastfeeding. We have 
to look for them wherever they are—in health policies, health education, hospital 
practices, food industry, working conditions of mothers, lack of creches, process of 
urbanization, influence of modernism and inappropriate or insufficient communic- 
ation. Once we understand the nature of these causes, it would become easier to 
contain their effects. 

Consider health education. It is recognized worldwide that health professionals lack 
training in nutrition and in consequence breastfeeding has come to be neglected, The 
physiology of lactation is hardly stressed. Nor are the dangers of separating the mother 
and child at birth; and of introducing pre-lacteal feeds like glucose water or formula, 
which satiate the infants’ appetite and discourage vigorous suckling necessary to 
assure successful breastfeeding. Similarly, training programmes seldom emphasize the 
difference between bovine and human milk or that the latter is adapted to fit the needs 
of each individual baby; that the absorption of iron, zinc and calcium is superior from 
human milk; and that breastfeeding has anti-infective and child-spacing effects. This 
lack of understanding and conviction on the part of the health workers has led to 
failure in their assuming legitimate responsibilities in protecting and promoting sound, 
traditional infant feeding practices. 

Professional bias: We are not suggesting that the decline in breastfeeding and proper 
weaning practices is traceable solely to the health profession. Indeed there are varied 
reasons for the decline of the practice. But it is the health profession to which people 
look up for the guidance they are not getting today. Biased towards artificial feeding — 
by a transplanted scheme of training—the profession as a whole has not done enough 
in the management of breastfeeding. 

We are happily conscious of the dedicated involvement of several distinguished 
paediatricians in the work against the inroads of artificial feeding and for proper 
nutritional practices. For instance, the Indian Academy of Paediatrics resolved not to 
accept financial support from milk-food companies for holding medical conferences. 
The information campaign in support of breastfeeding is picking up in momentum 
with the increasing support from the health profession—though one is not sure of the 
actual proportion of it that is pulling its weight against artificial feeding. The situation 
is perhaps more hopeful than in Brasil from where a report states that no more than 10 
per cent of the health professionals (addressed in five different cities of the country) 
even know about the WHO/UNICEF International Code for the Marketing of 
Breastmilk Substitutes. Brasil (like India) voted for the Code in the World Health 
Assembly. 

Competitive commerce: If the infant food industry stepped uninvited on to the stage, 
it was mainly because the door was left open for them. Not only milk products, but also 
juices and cereals (good products in themselves) began to be presented, however 
insidiously, as substitutes for the mother’s milk. This was not merely an exercise at the 
market place, but encroached on hospitals and homes, private clinics, medical colleges 
and training institutions through distribution of free samples, booklets, and feeding 
bottles. Many infant food products are advertised even in medical and paediatric 
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journals. The impression has been created that bottlefeeding is simpler, more 
sophisticated and more convenient than breastfeeding, but not inferior in intrinsic 
value. This general misunderstanding persists—in the absence of a parallel promotion 
campaign for human milk. 

There are certainly concurrent reasons for the decline of breastfeeding. Some of these 
relate to the complex process of urbanization and the struggle of people to cope up with 
it. For example, two basic conditions for successful lactation are under obvious threat: 
The confidence and pride of the mother in her ability to breastfeed; and second, the 
chance for the baby to be in frequent contact with the mother and to suckle many times 
during day and night. 

Sources of threat: Working mothers mostly do not get maternity leave for long 
enough periods. They do not have proper facilities for child care that allow for 
breastfeeding at the workplace. In the absence of advice available in the extended 
family, young mothers are yet to receive regular support and encouragement from 
community health workers. The tendency to imitate more affluent members of their 
own (or other) society remains largely unchecked. 

Among the measures that can be taken on many fronts (and not only in the health 
sector), we must note what is perhaps the most dramatic of all recently published 
evidence. This comes from a four-year UNICEF-approved study of over 10,000 new- 
born babies in the Baguio General Hospital in the Philippines. Half way through that 
period, the hospital closed the door of the nursery to the milk companies. They stopped 
giving their babies the standard dose of infant formula. Everything that was conducive 
to bottlefeeding was removed not only from the nurseries, but from everywhere else in 
the hospital. Samples and donations’ from the milk companies were rejected. Over the 
next two years, among the newborns of the hospital, there was a precipitous fall in the 
incidence of infection, diarrhoea and death. 

Lines of action: We would like to conclude by indicating (in the light of the WHO- 
UNICEF Code) some broad lines of feasible action needed to make the most of the 
low-cost opportunity to help and reverse the trend towards poor infant feeding 
practices. These will be of relevance to your efforts in the coming days to develop 
curricula for reinstating breastfeeding to its rightful place, both in theory and practice. 
pce measures need to be taken soon and taken together, for any of them to 
succeed, 

The promotion of bottlefeeding has to be curbed and eliminated. This would require 
national legislation with appropriate guidelines for action by all segments of 
government and society. It has to be supported by monitoring systems and 
administrative mechanisms for corrective action. A framework for this advance exists 
and government policy is favourable. But time has to be saved. 

Health planners and practitioners have to incorporate practices in maternity and 
clinic routines appropriate to a low-income context; for example; 

— advice on dietary needs during Pregnancy and lactation; prenatal care and food 
supplements for malnourished pregnant mothers and those at risk; 

— immunization of expectant mothers against tetanus; 

~ guidance for mothers and families on the value, management and maintenance of 
lactation; 

~ avoidance of unnecessary drugs, or surgery during delivery; 

— commencement of breastfeeding soon after birth; 

— avoidance of separation of the child from the mother; 
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— frequent on-demand breastfeeding; 

— discouragement of bottlefeeding in health care institutions except on specific 
medical indication; 

— use of contraceptive methods that do not interfere with breastfeeding; 

— post-natal care and advice to mothers; 

— nourishment with expressed human milk or in other ways, for babies who are, for 
medical reasons, unable to breastfeed. 

Need for training: Adequate attention is due to be given in the curricula of all 
educational institutions (and not only of medical and nutritional teaching institutions) 
to the value and management of breastfeeding and to the hazards of bottlefeeding. This 
should start in the schools and extend to tertiary education of all those who will deal 
with the public—doctors, health workers, teachers, social workers and government 
planners. 

Secondly, the need for introducing complementary foods at the right stage in the life 
of the infant, identifying them locally and at affordable cost and preparing them is to be 
integrated in the learning process—in the interests of sound infant feeding practices. 

The third element of teaching relates to infant feeding before birth. Mothers and 
future mothers have to be informed and enabled (again by educating the educators) to 
take adequate and appropriate nourishment during pregnancy. 

A massive public information campaign needs to be launched to carry these same 
messages (in a simplified and absorbable idiom) to the general public. The means for 
doing this are already there in the form of non-formal learning channels, mass media 
(government and private, radio, press, television, folk theatre, verbal communication), 
social groups (mahila mandals, panchayats, youth clubs, cooperatives). 

Women do get convinced that they cannot breastfeed, (or can breastfeed only 
partially)—whoever convinces them: husband, doctor or advertiser. So they have to be 
kept informed systematically and regularly. 

Status of women: The working conditions and social status of women have to be 
improved. ILO conventions exist on maternity leave, job security after delivery, 
facilities for child care and breastfeeding at the work place and provision of nursing 
breaks without loss of pay. These have to be applied so that breastfeeding will be 
feasible. The participation of women in the affairs of the community should 
progressively become possible by increasing their access to education and to the 
decision-making process itself. 

A combination of relatively simple changes in legislation, health routine and mass 
education has been shown to be effective in promoting breastfeeding. As a natural 
nutritional option, breastfeeding requires little additional expenditure at family or 
government level. Indeed it provides savings for both. And it is certain to lead directly 
to a reduction in infant illness and deaths. 

The essential points that need emphasis are: 

— maternal nutrition; 

— proper attention at birth; 

— breastfeeding without interruption; and 

— complementary feeding through the weaning phase. 

People and governments are yet to recognize poor infant feeding practices as one of 
the world’s major problems—a severe obstacle to social and economic development. 
This obstacle can be removed if we try. Any such effort will have the full moral and 
material support of UNICEF. 
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8.5 Against anaemia 


ROM studies made and data available, three basic inferences are 
possible. 

First, of the world’s estimated five hundred million anaemic persons, anywhere upto 
half that number may be living in South Asia. In India alone, around half the number 
of preschool children and pregnant mothers have been reckoned to suffer from 
anaemia. 

Second, iron deficiency has been established as the most common cause of anaemia in 
this part of the world, as elsewhere. It has direct and major public health, economic and 
social consequences. For example, it threatens the life and health of the mother at the 
time of birth; it limits the weight and viability of the infant; it affects the capacity and 
will to work. 

Obviously iron deficiency anaemia is an inviting field for further research but, we 
believe, enough is known to feel impelled to move from laboratory to national scale. 

Third, the answers are available. Yet they are not so applied as to reverse, or arrest, 
the anaemic trend. In India, for example, ferrous sulphate-folic acid pills are being 
supplied by government to some five thousand primary health centres (a service that 
UNICEF used to support until the mid 1970s). But there seems to be a need to improve 
the relationship between actual supply and real demand. 

The way ahead: The findings of over a year ago, by the National Institute of 
Nutrition on community use of iron fortified common salt (a study funded in part by 
UNICEF) point to exciting new possibilities of scaling up such operations nationally. 
There is no insurmountable obstacle in the way: financial, technological or pro- 
fessional. Yet the pace of progress has been slow. How can this technology be applied 
more widely and rapidly in more countries? Progress, it seems, presents us with a new 
challenge. And, at this stage, UNICEF can do no better than suggest that all our 
combined weight be put on the side of the apparently receding priorities for policy and 
action on behalf of the anaemic half. These priorities, in our view are fairly obvious. 

~ The public distribution of iron pills (in whatever form) will have to expand and 
effectively reach all pregnant mothers and young children. We believe the 
infrastructure is available in most places. The cost is not prohibitive. What is weak 
is the recognition at the policy level that this needs to be done; and at the 
operational level that this must be done. 

~ Iron fortification of common salt for general consumption has to be taken up as a 
public health measure on a national scale. Continuous supply of fortified salt needs 
to be so organized that the programme does not suffer from fragmented 
responsibility or bureaucratic concentration. The process should be recognized as 
simple enough in technology and management for the consuming communities to 
be associated with it. 

— Simultaneous with the effort to restore iron to people, established and alternate 
channels have to be utilized for deworming and other anti-anaemia operations, ona 
continuing basis. 

— Employers in factories and plantations, offices and other establishments have to be 
awakened through regular information campaigns, about stepping up productivity, 
perhaps dramatically by giving employees access to iron pills. Logically and easily 
the coverage should extend to the workers’ families. 

— Dietary education and motivation should be geared appropriately for vegetarian 
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populations, with particular attention to factors inhibiting the absorption of iron. 

— The results of research must be deliberately used to protect sound infant feeding 
practices against commercially motivated arguments. For example, the mother’s 
milk is said to have low iron content, but contrarily, the bio-availability of iron to 
the breastfed child is adequate during the first year of life. 

The anti-anaemia role of health ministries is evident. Equally, it is clear that much of 
the effort goes beyond the conventional health sector—pointing to the emerging need 
to see this element of social development as a matter of policy priority and to see it as 
part of a combined thrust. 


8.6 Restoring the baby to the breast 


A= comes when debate ends and action begins. The present is one such 
time. Here, the consumer is the child. And the child has no organized voice 
or vote. We speak briefly on behalf of the consumer, in the capacity of UNICEF as the 
children’s advocate in the UN family, designated by the General Assembly. The aim of 
our advocacy is twofold: to change the behaviour of mothers and families towards 
better infant feeding practices; and to strengthen partnership and seek new allies for 
working together for the common cause, and for removing the obstacles in the way. 

It should be our joint endeavour to put our entire weight on the side of the child that 
now goes without his mother’s milk. In the face of accumulated experience, there can 
be no more mistaking the link between the declining practice of breastfeeding and 
proper weaning on the one hand and the malnutrition, diarrhoea and death of millions 
of small children on the other. The sales of so-called substitutes are rising and the high 
infant mortality rates are not falling. It is no longer possible to pretend that the two 
trends are unconnected. Given the social reality of an unacceptable order of 
nutritional insult and injury to the new generation, it is legitimate to expect 
manufacturers to respect the letter as well as the spirit of the two year old International 
Code of Marketing of Breastmilk Substitutes. It is a weak argument that only a small 
percentage of children are fed on artificial milk. Trend setting being what it is, this is a 
large group with potential for encouraging others. And secondly, even this better-off 
minority of children deserve better than tinned food. This message has gone home in 
countries like Sweden and Holland today but is pressing for acceptance in the 
developing countries where its relevance is all the greater. 

Codes of conduct: UNICEFis working for hastening the adoption, in law, ofnational 
codes of marketing of infant foods. But we believe that the infant food manufacturers 
need not wait for the legal regulations. Rather they ought to reinforce the consensus 
of informed public opinion, in a three-fold thrust against child malnutrition. This 
consists of: 

~ Entitling families, particularly women, to food; 
— Preventing illness that reduce, especially in children, the absorption of whatever 
food is available; ‘ 
— Promotion of self-reliant support through breastfeeding and proper weaning. 
All the three elements are equally important and urgent. They hold together or not at 
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all. The right of the child to mother’s milk is central to this socio-economic strategy 
against malnutrition. It is not a complete answer to the root-cause of malnutrition, 
namely, poverty; but it is a means of containing an effect of poverty and, to that extent, 
containing poverty itself. 

This is a co-operative endeavour, in which governments, industries, women’s groups, 
voluntary organizations, development agencies and the mass-media must participate, 
rising above immediate profit towards durable social good. 

We in UNICEF attach the highest priority to the build-up of awareness and 
confidence on the part of the mothers across the socio-economic spectrum. We note 
that the communication campaign has begun and is progressing in this part of the 
world. 

For our part we are insisting that all the elements of infant feeding (namely breast- 
feeding, proper weaning and preparation of local foods, personal and environmental 
hygiene) are introduced into every ongoing programme of child development 
supported by us. And they are introduced in every possible way: in verbal 
communication, in print, in teaching curricula, in professional training, with cash 
assistance, with supply assistance, and as continuing advocacy. In fact we have begun to 
insist that programmes not incorporating appropriate infant feeding practices would 
not receive whatever support UNICEF is able to provide. We are ready to co-operate 
but unwilling to compromise on basic policies. 

Concurrent action: A variety of measures await to be taken by all those concerned 
about child malnutrition. We would briefly recount them, not in any order of priority, 
for they have to be taken together and quickly, for any of them to succeed: 

— National legislation, administrative mechanisms and reporting systems to curb 
artificial feeding; 
~ Campaigns to educate mothers on the value of breastfeeding and proper weaning; 
~ Health planning and practice focusing on: 
~ prenatal care and food supplements for malnourished mothers and those at risk; 
— immunization of expectant mothers against tetanus; 
— guidance for mothers and families on the value, management and maintenance 
of lactation; 
~ avoidance of unnecessary drugs or surgery during delivery; 
~ commencement of breastfeeding soon after birth; 
— avoidance of separation of child from the mother; 
— frequent on-demand breastfeeding; 
— discouraging bottlefeeding, except on specific medical instruction; 
— use of contraceptive methods that do not interfere with breastfeeding; 
~ postnatal care and advice to mothers; 
-= mother’s milk for babies unable to breastfeed; and 
— improved understanding that diarrhoea is dangerous and that the response is to 
drink; to keep on breastfeeding; and that oral rehydration is effective. 
~ Revision of teaching curricula in all educational institutions starting with the 
primary school, going on to tertiary education of nutritionists, doctors, health 
workers, teachers, social workers and government planners; 
~ And finally, the participation of women in the affairs of the community leading to 
better working conditions and social status; and in turn to maternity leave, job 
security after delivery, facilities for child care and breastfeeding at the work place 
and provision of nursing practices without loss of pay. 
Our common aim has been defined: to reduce infant illness and deaths. The lines of 
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our approach are clear: maternal nutrition, proper attention at birth, breastfeeding 
without interruption and complementary feeding through the weaning period. The 
means open to us have been discussed at length. It is, in one word, communication to 
reach even the poorest. a 


8.7 Preventing malnutrition 


E seem to understand, better than previously, the social and environmental 

reality in which malnutrition manifests and is maintained. In the light of new 
facts, and some remembered lessons, we are encouraging governments, voluntary 
organizations and, where possible, communities and families, to prevent malnutrition, 
rather than treat it. 

We have sought to bring together, in support of child nutrition, the elements of early 
warning, preventive action, accessible technology and community responsibility. In 
this context we are also supporting—in most countries—public discussion of related 
questions on child nutrition, since we perceive the public media as a suitable 
programme development channel which will open alternative delivery sources. 

Depth of deficiencies: As examples we can report that the efforts in Nepal through a 
variety of channels to approach the clientele are beginning to work. The objective is to 
convince people that something can be done about early detection of nutritional 
deficiencies and that simple but effective interventions can be devised at the community 
level: continued breastfeeding; improved infant weaning practices; early detection of 
impairment; iodinated oil injections; and association with farmer groups and the rural 
bank for farmers. 

In India a large public promotional effort to support continued breastfeeding and 
improved infant feeding practices is under way. The public and organized response so 
far is excellent and a number of non-governmental organizations have taken on the 
responsibility of maintaining this momentum. The induction of a nutrition discussion 
in the public media has taken the form of editorials; technical discussions; visual aids; 
and the production and wide distribution of support materials. 

In other words, while continuing to support the insertion of simple interventions into 
ongoing UNICEF co-operation in all fields, our public ventures are designed to create 
a view of nutrition intervention, not as a fire-fighting exercise, but as an ongoing 
investment in human resources, as the wisest among development options in relation to 
children, 

There is no mistaking the fact that malnutrition and its causes are entrenched in 
the south of Asia. Even in Sri Lanka with its reassuring rates of infant mortality, life 
expectancy and literacy, a recent survey shows that one in three children under six years 
may be stunted due to wastage from malnourishment at the start of life. In Nepal less 
than 8 per cent of children between six months and six years could be classified as 
“normally nourished” by weight-for-age standards. Among randomly selected pre- 
school children in Bhutan, 59 per cent were malnourished, 13 per cent to the third 
degree. A seventh of children below six years in urban and rural Kabul were severely 
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malnourished, another 46 per cent mildly or moderately. In India, according to a 
recent reckoning, only a seventh of the 23 million children who will be born during 
1983 are likely to be adequately healthy. What do these figures mean? How do they 
have an impact on UNICEF co-operation? 

Lessons of experience: We do not claim to have all the current data needed for 
purposeful programming—for example, on access to food, a simple question with a 
direct bearing on child nutrition. Yet we know more than ever before. Foodgrain 
output has remained stagnant in the Region for the fifth year now—quite apart froma 
pattern of distribution, that often discriminates, however unconsciously, against 
women and children within the family; and always against the poor within the 
countries. From the experience of UNICEF co-operation in the countries of the 
Region and as the results of our continuing investigations are revealed and 
analysed, it appears that certain lessons are being learned about effective nutrition 
programming. 

— The first lesson that we learned was to concentrate fairly precisely on the pockets of 
poverty and ignorance, and not to make the focus too dispersed or the methods 
too indirect. It also follows that dogged determination over extended periods is 
required to show results. This is valid as much in Maldives as India, Nepal or 
Bhutan. 

~ Secondly, in a climate of scarce public resources, there is no alternative to enhancing 
the capacity of the family to feed itself—through modest incomes generated from 
skills acquired and applied by women as well as men. This may take time, but it need 
not, given a benign public policy. We have been able to make some progress in 
programmes of co-operation, particularly in area-specific development schemes in 
India and in Nepal. In addition, the relatively new specific programme for 
Development of Women and Children in Rural Areas in India which is a 
community-based approach entirely, seems to offer hope for progress while it 
develops opportunities for innovation. 

— Third, it is also clear that until the Stage is reached when a family has the means to 
meet its own nutritional needs, the State must intervene in the market on behalf of 
those without the power to enter it. We do not presume to advise governments on 
their general food policies, but we do advocate nutrition intervention with 
government support on behalf of children below 36 months. By exchange of 
experience with other developing countries and by supporting local surveys we have 
argued that in spite of substantial food subsidies and child feeding schemes in 
several countries, irreversible damage, in wasting and stunting, is done by 
malnutrition to many of those who manage to survive early childhood. 

We are not against public programmes for feeding hungry children at school or 
elsewhere as a matter of social responsibility, but it is recognized that the nutritional 
contribution of such programmes to development of the children comes a little too 
late for comfort. So the focus of nutrition Support programmes should shift from 
childhood to early childhood, prominently covering the period of pregnancy. 

— Fourth, we are also becoming aware, along with the governments, of the 
unacceptable extent to which infections like diarrhoea, parasites like hookworm, 
and deficiencies of iron and iodine and vitamin A aggravate malnutrition and 
disable or limit the lives of children in all countries, We visualize the response 
needed to meet these misfortunes, as well as the immunizable childhood diseases, as 
nutritional first-aid, going beyond the confines of the conventional delivery sector. 

— Fifth, experience has made us wiser in another respect. We have, for instance, been 
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providing iron folate pills for distribution through primary health centres, until 
governments began to take that over. But it has been difficult to match actual 
supply with real demand, whatever be the method of control of anaemia or any 
other preventable disease or disability. And that brings us to two practical points 
learned in programming: (a) the wisdom of leaving room for a choice of methods to 
suit the variable need of the community; and (b) secondly, the necessity of providing 
scope for the community to translate its need into a demand through some forum 
that reflects the concepts of community nutrition and community action. 

Priorities in programming: The rethinking of the needs of effective programming has 
led, after a good deal of deliberation, to certain themes in programming activities. 
And the initiatives we have taken are reflected in the country programmes. Typical 
themes in the field of nutrition, currently pressing for operational precedence, are 
infant feeding practices, diarrhoea management, anaemia control, goitre control, 
blindness prevention and learning relevant to health, hygiene and nutrition. What we 
are trying to do, and have succeeded in some measure, is to insert messages and 
activities into all the programmes which UNICEF is supporting in whole or in part. As 
an illustration, all the elements of infant feeding (breastfeeding, weaning practices, 
preparation of local foods) are being introduced in ongoing programmes of child 
development, water supply, urban development. They are introduced in every possible 
way; verbally, in writing, in teaching curricula, in professional training, with cash 
assistance, with supply assistance, as persuasive advocacy through all available media 
channels. ; 

We are working for the translation of the International Code for Marketing of 
Breastmilk Substitutes into national laws or regulations. But regardless of what may 
happen at the legal level, we have gone ahead to rally professional and public opinion 
and participation for the protection and promotion of breastfeeding. We believe it 
would be difficult for the practice of breastfeeding to decline further. The campaign 
continues through the public media, with health and nutrition educators, hospital 
managements, midwives, health workers, paediatricians and obstetricians, family 
planning promoters, women’s groups, youth clubs, local bodies, co-operatives. We 
have, of course, not reached all who need to be reached. But we are trying—by 
including the messages of breastfeeding and its value in every programme of co- 
operation, by ingraining them at the level of professional and paraprofes- 
sional training as well as of public information. We have touched the degree of 
conviction needed as advocates to convince others—wife, husband, doctor or 
advertiser. 

The breastmilk campaign has taught us some helpful lessons for promoting weaning 
practices. The approach is similar. And we take care not to walk into the trap of ever 
new recipes and cooking innovations. The emphasis is on food that is available in the 
family, on hygienic and wholesome preparation, on the quantity and timing. Itis a long 
haul. Not that mothers are slow to appreciate, but superstitions are not a monopoly of 
the poor and the illiterate. 

In one sense, our effort at diarrhoea management is simpler. For nothing is easier to 
prevent than diarrhoeal dehydration. The child has only to drink whatever it is used to 
drinking. If that is not being retained, the home-made mixture of salt, sugar and water 
is tried. Voluntary effort in Bangladesh and India has established that illiterate 
mothers can do this within acceptable margins of error. The prepacked oral 
rehydration salt is good, and needed for about ten per cent of cases, through 
government health posts, voluntary agencies, or the open market. But what will 
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happen to the remaining 90 per cent? This is where the homemade solution comes in, 
where the mother takes over diarrhoea management as a nutritional first-aid. Our aim 
is to change adult behaviour to save children. 

Given the obvious size and the less visible roots of the nutrition problem, it is clear 
that there are limits to the capacity of governments to address it, with or without 
UNICEF co-operation. We have an answer, which may not be original, for this 
dilemma. Our shorthand for it is “going public.” It may well need a brief elaboration. 
The rapid changes in social communication in almost all countries where we work offer 
a new programme option and a programme tool. The option is offered by collective 
citizens with specific objectives in their collectivity. For example, voluntary organiz- 
ations, trade unions, employers’ groups. The programme tool is offered by the public 
media including the radio and television and by every means of communication. We 
seek allies in the cause of children among the groups of a plural society and we make 
use of all possible media to forge these partnerships. In fact the media are themselves a 
partner; more so, potentially. Our aim is to spend whatever resources we have 
effectively for children. And secondly, to encourage and solicit others to spend their 
resources, more and more of them for children in ways we advocate and help to 
demonstrate. Communication is the means of doing so. All chiefs of Government/State 
in the Region have made public statements endorsing the low cost intervention 
approach. 

We would, in this context, mention an exercise we are currently engaged in. This has 
a bearing on nutrition programmes as well as on thematic development of program- 
ming. Quite simply, the aim is: 

— to improve monitoring of current investment of time and money; 

— to relate programme inputs increasingly to effective community demand (rather 
than assuming that supply would create the demand); 

— to harmonize territorially decentralized working with the needs of centralized 
direction; 

— to assess programme performance on a continuous basis, with accountability 
assigned and accepted as a team; and 

— to define and classify UNICEF interventions more precisely in order to focus 
attention and assess requirements where it matters to the child. 


8.8 Human milk in the modern world 


HAT has attracted us to this theme is its central relevance to the future 

of new generations. We would present a perspective on behalf of those children 

who are, or will be denied their mothers’ milk; and then to invite you to carry forward 
the worldwide movement to restore to babies the most basic of their rights. M 
There is more to successful breastfeeding than arresting the commercial inroads of 
infant food manufacturers. There is more scientific knowledge about human milk than 
is being shared with mothers everywhere. There are more children going without 
the milk their mothers can readily provide, than is commonly assumed. This briefly 
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is the circumstance in which WHO and UNICEF came to the joint conclusion four 
years ago that: “Poor infant feeding practices and their consequences are one 
of the world’s major problems—and a severe obstacle to social and economic 
development.” 

You are aware of the International Code of Marketing of Breastmilk Substitutes 
that was drafted by WHO and UNICEF in consultation with concerned industrial, 
consumer and professional bodies and passed in 1981 by the World Health Assembly. 
There has been modest progress in implementing the Code at the national level: Some 
100 nations have started the process of changing hospital practices. A few, like Sri 
Lanka and Afghanistan in this part of the world, have adopted marketing codes to 
protect babies from the threat of commercial formula. In eleven countries, all 
advertising of breastmilk substitutes to the public has been banned. In India, the 
government-owned radio and television have decided not to carry advertisements of 
baby foods. In some countries, the distribution of free samples of infant food in 
maternity centres has been prohibited. All the same it is too early yet to say whether the 
trend towards bottlefeeding has been reversed in the developing countries, though 
there is a recent and rapid return to breastfeeding in industrialized countries like 
Australia, New Zealand, Japan, the United States, Sweden, Norway, Denmark, 
Finland, France and Spain. 

Areas of neglect: Millions of young children in developing countries are presently at 
risk from the combination of malnutrition and infection. This picture would have been 
different, despite an environment of poverty, if: 

— mothers were made aware during pregnancy of the need for breastfeeding; 

~ mothers were guided in their diets and practices during pregnancy and nursing, 
within the scope of available foods (and with supplementation from public sources 
where necessary); 

— children were put to the breast soon after birth and breastfed for as long as possible; 

— weaning foods were introduced between 4 and 6 months, from among appropriate 
local foods. 

If this is done—together with a few simple, inexpensive precautions like immuniz- 
ation, oral rehydration at home at the onset of diarrhoea, home monitoring of growth 
with or without the help of a health worker, and public distribution, as needed, of 
micronutrients like iron-fortified salt, iodized salt or vitamin A—the first blow will 
have been struck at poverty and for child health. 

It is possible, as practical examples in many countries have shown, to prevent infant 
deaths and promote infant health. This way parents do not have to plan for more births 
to insure against some children dying young. And, with fewer children, their and their 
mothers’ health will be better and one of the causes of poverty, namely the pressure of 
population, will have weakened. 

The set of measures that we have mentioned begins with the first crucial action of 
successful breastfeeding. For this to be achieved on a social scale, complementary 
efforts are required at three levels: political, popular and professional. And at each of 
these levels, the promotional programmes of public education and assistance, as well as 
regulatory measures to check commercial exploitation, are needed. 

We referred to impoverished communities. Their acquisition of relevant knowledge 
is the key to changing their situation. The economic advantages of human milk (in 
addition to the nutritional, immunological, psychological and contraceptive benefits) 
are compulsive to the poor, particularly in inflationary times. Yet, the hold of the 
socalled substitutes of human milk will not loosen in the absence of a massive effort to 
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inform and organize popular opinion in urban and rural areas. Government agencies, 
voluntary organizations, women’s groups, trade unions, employers’ associations, 
religious bodies, students and in fact every collectivity of citizens have to be got 
interested and involved in promoting better infant feeding as a matter of social priority. 
In this the role of the medical profession is central and decisive. 

Science and commerce: Awareness of sound infant feeding practices has been part of 
folk memory—until the influential combination of pseudo-science and competitive 
commerce began successfully to erode it. The exploitation of a technological possibility 
at a particular stage of the scientific process (to the neglect of whatever is discovered 
later) is unethical and less than scientific. This is the major lesson from the world’s 
experience of infant formula which continues to pretend that it is as good as human 
milk. The scientific community that is the medical profession must take a lead: first, in 
dissociating itself unmistakably from false or misleading claims made by the infant 
food industry; and second, in disseminating the facts to their clientele and through 
paraprofessionals to the unwary public. 

Inacontext where traditional societies, close-knit neighbourhoods and joint families 
belong to the past, it takes more than just knowledge for a young mother in a nuclear 
family away from her parental village home, to prepare for, establish and maintain 
breastfeeding as well as she ought to. It is necessary to guide and assist her through 
the pre-natal period and the first weeks after birth, so she may gain personal 
confidence and practical experience. Once again, it is the gynaecologists and the 
Laois at who set the pace in this direction for the health guides and community 
workers. 

Alternative clients for industry: An educational campaign aimed at young parents, 
rather than a confrontational approach towards the milkfood industry, may be more 
in keeping with the synthesizing genius of Eastern societies. To illustrate, milk 
preservers may be persuaded, in the general interest, to beam their products, not at 
infants but principally at three categories, among others: older children, expectant 
women and nursing mothers. We would plead that this proposal and its policy and 
practical implications should be seriously considered, as part of the worldwide 
movement towards better infant feeding practices. 

The challenge facing the health profession, as well as the government and the people 
is to reduce, fairly quickly, the unacceptably high rates of infant mortality in many 
countries in this region: 182 in Afghanistan, 146 in Nepal, 125 in India. These are 
appreciably lower than what they were three decades ago but the present levels reflect a 
state of health where survival, growth and development are far from assured for the 
majority of children. 

The possibility that this can be changed by a coalition of social and professional 
concerns, is real. Governments have taken a number of steps to promote sound infant 
feeding and weaning practices. The teaching curricula from primary schools to 
medical colleges are being revised, however slowly. Working conditions of women are 
being reviewed; maternal and child health programmes are being re-geared; communic- 
ation campaigns are being launched; legislative, administrative and reporting mechan- 
isms are being refined to regulate artificial feeding. But the critical role belongs to the 
health professionals, not only due to the scientific knowledge they possess but because 
of the influential contact they have with mothers and children. 

If the health profession pulls its weight, collectively and in individual practice, 
breastfeeding can be promoted to its full potential even in the absence of national 
marketing codes for alleged substitutes of human milk. 
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8.9 Infant feeding strategies 


See five years ago, the foundations of a world movement for improved 
infant feeding practices were laid by the joint endeavours of a variety of voluntary 
organizations, WHO and UNICEF. Today as we seek to discover or refine strategies 
for accelerating this movement, it is evident that the effort has been through its first 
phase. In some respects, we are perhaps wiser than in the late Seventies about what it 
takes to achieve the goal we have set on behalf of children. 

UNICEF is pleased to continue its close association with every forward step taken in 
this direction. In keeping with the generally hopeful—though frequently slow—trend 
thus far, we would like to suggest that this seminar might like to envision the “state of 
the art” of infant feeding practices in India five years from now and then search for 
operational strategies to realize the vision. 

A review: Before looking into the future and preparing to promote the process of 
change, let us briefly review what has been achieved—and what has not been—in the 
first round of the struggle for better infant feeding practices. 

We had, as you will recall, made certain assumptions which are as valid today as 
when they were made: 

— Improper infant feeding practices were not a monopoly of economically week 
sections of the people, yet there was a close link between infant nutrition and the 
family’s access to food. Malnutrition, morbidity and mortality of infants and 
children are closely related to poverty in the family. Consequently, more income, 
better availability of food and proper infant feeding practices often go together. 

— All the same, a second assumption remained true and complemented the first: We 
need not wait till the end of poverty to save the lives and health of children. 
Improved infant feeding can begin here and now even in a poor family, given an 
inexpensive, self-reliant and community approach towards secondary and tertiary 
prevention of malnutrition. The elements of such preventive action are: 

— nutritional care through primary health care delivery systems; 

— nutrition education at the community as well as professional levels in the fields of 
health, agriculture and education itself; 

~ fortification of foods against common, massive deficiencies of micronutrients 
like iron, iodine and vitamin A; 

~ nutrition surveillance using simple and effective tools of growth monitoring. 

Both these premises show that improved infant feeding implies not an isolated thrust 
but action on a number of fronts. Interestingly, the two assumptions hold together: 
For example, infant feeding—an obviously emotive issue for the mother and the 
family—can intelligently be made to combine with quick answers to economic 
hardship, like food security, institutional credit and group solidarity. All of these also 
imply appropriate regulatory measures under the law and public policy to curb the 
forces that come in the way of improved infant feeding. The educational thrust has to 
proceed apace to overcome ignorance and wrong beliefs and to gain confidence and 
skills. 

Current progress: Seen in this perspective, the past few monthsand years have yielded 
some positive results: The international code of marketing of breastmilk substitutes 
adopted by the World Health Assembly, which remains the frame of reference for 
concerted action, has received the backing of professional and consumer organiz- 
ations. Progress on its implementation has been modest but real. Over a hundred 
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nations have started the process of changing hospital practices. Several of them, 
including India recently, have adopted marketing codes to protect babies from the 
threat of commercial formula. We do hope that the Indian notification will soon 
acquire the status of law and the practical attribute of enforceability. In some 
countries, public advertising of breastmilk substitutes have been banned. In India the 
ban applies to government radio and television. Some governments have prohibited 
the distribution of free samples of infant food in maternity centres. In India, 
instructions have been issued in this respect to government hospitals. Health care 
systems are slowly being geared in support of breastfeeding and the other principles of 
the code. The reshaping of education and training of health workers at all levels— 
professional, paraprofessional and multipurpose—is being attempted. Each of these 
lines of action will have to be pursued to its logical fullness. 

More encouragingly, consumer forums and voluntary agencies have established 
networks, as in the case of India: 

~ to educate mothers on what is good for their babies; and 

-to monitor, at the community level, the inroads of commercial interests into 
the capacity of families to be self-reliant, on the one hand, and the progress in 
improving infant feeding practices on the other. 

There is, in the meantime, a ground-swell of support for natural feeding in practically 
all the industrialized countries, with babies being increasingly restored to the breast— 
after a thoughtless gap of nearly a generation of bottlefeeding. 

Inevitably, infant food manufacturers seem to be falling slowly in line with 
professional and public opinion. Here we must be clear in our minds on what is 
defensible and what is not. UNICEF for its part has nothing against a reliable infant 
food formula or weaning food product, but there is no justification to prompt people, 
rich or poor, to opt for these when more sensible alternatives are almost always 
phage The line that divides the legitimate from the exploitative must be clearly 

rawn. 

Needed measures: We need not iterate the decisive arguments for breastfeeding and 
against bottlefeeding—though we would like to urge some measures needed to protect 
and promote effective breastfeeding on a national scale. We are recounting them not in 
any particular order of priority but as a cluster each of which it is everyone’s 
responsibility to promote in whatever ways and contexts: 

~ National legislation to protect and promote proper infant feeding has to be 
complemented by administrative mechanisms, reporting systems and corrective 
procedures. It is not too early to think and act in these directions. 

— A continuous campaign is necessary to inform and educate the mother and the 
whole family on the value of breastfeeding and proper weaning. This responsibility 
falls as much on professional and voluntary organizations as on the departments of 
government. 

-A substantial revision of teaching and training curricula is overdue in all 
educational institutions starting with the primary school and the non-formal 
systems of learning for children and adults, going on to tertiary education of 
nutritionists, doctors, health workers, teachers, social workers and government 
planners. 

— There is then the neglected or underestimated requirement of maternal nutrition 
which underpins the ability of the mother not only to give birth to healthy infants 
and to provide breastmilk and child care, but also to safeguard her own health and 
productivity. The point is that maternal nutrition must begin long before 
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pregnancy—from female childhood and particularly from puberty. And begin at 
home, with the family pot. 

— Closely related to improved infant feeding and interlinked with maternal malnutri- 
tion and frequent illness, is the lack of education and social status for women, and 
the consequent burden of frequent pregnancies and excessive domestic work. An 
obvious way to redress this situation is to enhance the participation of women in the 
affairs of the community leading to better working conditions at home or in 
employment. We must work for a better and more universal acceptance of 
maternity leave, job security after delivery, facilities for child care and breast- 
feeding at the workplace and similar other principles of ILO conventions. 

— Finally, the entire health system has to be deeply influenced, so that health planning 
and practice focus on: 

— prenatal care and food supplements for malnourished mothers and those at risk; 

— immunization of expectant mothers against tetanus; 

— guidance for mothers and families on the value, management and maintenance 
of lactation; 

— avoidance of unnecessary drugs or surgery during delivery; 

— commencement of breastfeeding soon after birth; 

— avoidance of separation of child from the mother; 

— frequent on-demand breastfeeding; 

— discouraging bottlefeeding, except on specific medical instruction; 

— use of contraceptive methods that do not interfere with breastfeeding; 

— postnatal care and advice to mothers; 

— mother’s milk for babies unable to breastfeed; and 

- informing mothers about the value of colostrum which many still consider 
unsuitable to be fed to a newborn. 

At this point, we would invite your attention to the urgent need for a rational 
approach to weaning foods. Their role is not to wean the baby away from breastmilk 
but to supplement it from the time the baby is four to six months old. But there is 
insufficient knowledge on proper weaning practices: what weaning foods to be given, 
when, how much and how often. 

The case for proper weaning: In most of rural India today, breastfeeding is 
prolonged as well as universal—but without supplementation. It is clear that this late 
introduction of supplementary food (which in the event happens to be adult food from 
the family diet), is one of the major factors of malnutrition, morbidity and mortality in 
late infancy and early childhood. 

Like in the case of breastfeeding, proper weaning rests on effort in three directions: 
educational, enabling and regulatory. And it involves action again at three levels: 
political, professional and popular. We would therefore enter a strong plea for a clear 
policy and programme on weaning foods. There is already some progress to a 
consensus of opinion on this. Its main element is support for production of relatively 
inexpensive weaning foods at home, at the community level and also on a zonal 
scale, suitable for different regions and based on local materials and cultural 
preferences. 

Any attempt to promote infant nutrition ought to pay equal attention to arresting, if 
not preventing, infections in infants. Judged by the extent of prevalence and its assault 
on health and life itself, diarrhoeal dehydration must be seen as a nutritional problem 
of social priority. Until we attain the capability of preventing diarrhoea itself through 
proper nutrition, clear water and safe sanitation, oral rehydration must become a 
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routine response to infant and child diarrhoea—at the time and place it strikes, usually 
the home. 

In all of what we have said, it is essential to sustain strong information and 
communication support through modern channels as well as through community 
structures, Infant nutrition has long suffered because it was conceived too narrowly in 
scientific as well as social terms. If we take care to move in a co-ordinated way on all the 
relevant fronts, spreading knowledge through communication and demonstrating 
social action through successful examples, the chances are that we would carry the 
second phase of the movement for improved infant feeding practices through its 
present, crucial second phase. 


8.10 Another approach to nutrition 


E are privileged to be associated with the memory of the late Mrs. 

Kamla Puri Sabharwal, a young and ardent nutritionist dedicated to the cause 
of children, It is thoughtful of the Trust founded in her name to continue to promote in 
many ways the cause of nutrition. This humanitarian concern and the process of 
human development are the two faces of the same medal. And we presume that we were 
invited because UNICEF itself is committed, in equal measure, to prompt human- 
itarian response and planned development support. They are complementary to an 
extent that one without the other may not come to much. 

We are aware that the lectures of previous years centred on the subject of nutrition. 
We shall not overly deviate from this reasonable tradition, but in the process of casting 
our thoughts in the mould of the social philosophy of our organization, we arrive at 
today’s topic, namely, “Development as if Children Mattered.” 

„Through the eyes of the deprived: We approach this subject, not from the point of 
view of a nutritionist or planner or social scientist but rather from the stand-point of 
those who suffer from the lack of nutrition, especially children. For far too long we the 
better-off have assumed that we are also better, and therefore projected our 
information, our knowledge and our interests on the malnourished individual and 
community. Guided by our own perception of the problem of malnutrition, we 
determine the priorities for response, with results that have not always been 
encouraging. Our capacity to identify and analyse malnutrition leaves far behind our 
ability to apply our knowledge to tackle it. We have not even succeeded in achieving 
effective mutual communication with the malnourished which, in a development 
perspective, is the first basic step towards changing their situation. 

As we shall try to illustrate, our perception of other people’s malnutrition is at 
variance with their own experience of the same condition. It is not surprising that 
nutrition improvement is seldom an explicit component of development planning— 
much the same way child development does not usually figure on the planners’ 
horizon: It is only very slowly that he is persuaded that investment in children, in 
primary education for instance, yields a higher economic return than investment in, 
say, heavy industry. We must remember that economic development is accelerated by 
the effects of primary education: for, apart from the “human capital” it helps to build, 
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it improves health and nutrition, reduces fertility, and promotes significant 
behavioural and attitudinal changes at the level of both the individual and the 
community. 

There are obvious problems in framing broad-based and practical national 
nutritional policies but that is no excuse for not attempting to make them, if we are 
serious about the success of nutrition programmes. We should not only own the 
responsibility for this default, but be clear of the circumstances in which it happened. 
We may thus prevent a repetition of a mistaken approach to malnutrition. 

In most developing countries, the link between investment for development (even 
human development) and nutrition improvement has been, and remains, tenuous. This 
is mainly because nutrition programmes are seen by development planners as 
consumption expenditure. Funds for present support for nutrition improvement are 
seen as competing with longer term investment for growth of capital stock, capital 
goods production and investment-oriented planning. It is assumed that the higher 
national income resulting from such investment will lead to higher individual incomes 
and therefore to more goods and services—including nutrition. This has hardly 
happened. 

The situation is perhaps a bit more frightening than some of us would like to 
concede: About 40 per cent of all children under five years in developing countries— 
that is, some 125 million—are suffering from chronic protein-energy malnutrition, 
commonly called stunting. About 12 per cent of all children below five years in 
developing countries—or about 40 million of them—are suffering from acute protein- 
energy malnutrition, usually referred to as wasting. Two-fifths of all children in 
developing countries have a low weight for age. Nearly a quarter of all infants in 
developing countries, i.e., some 17 million are born each year weighing less than 2,500 
grams. It is not unusual to come across “educated” people in our midst who hardly 
believe these figures, not having themselves come across many malnourished adults or 
dying infants. Ñ 

Our make-shift and temporary attempts to protect the young and the vulnerable 
until standards of living ımproved, have not succèeded because standards of living 
have not been improving for large segments of the population, despite overall 
development. National averages often tend to hide this social reality. Neither 
education nor technical assistance proved the promise they have held for changing the 
quality of life of the poor. 

Depressed demand: The most common cause of undernutrition is a demand factor, 
not a supply factor—it is a straightforward lack of purchasing power. This and other 
experiences argue that employment of the poor has to be expanded and their 
productivity increased, if they are at all to participate in the development process. But 
experience also shows that employment, even when arranged, by itself does not suffice. 
For, the uneducated work long hours without being very productive. They own few 
assets and the returns on them are negligible. Thus we learn that a permanent solution 
to poverty (of which malnutrition isan invariable facet) could not come by transfer of 
income alone. It could not come through repeated transfers of food either, a lesson 
which Africa is once again driving home to us today. The poor need extra productive 
assets. While this aim could be pursued with some success in the case of the small 
farmer and the small-scale industrial producer there is no easy solution for those 
without assets of any kind, for the landless poor, forexample. The only capital they can 
invoke is human; and that brings additional births in the family—aggravating 
malnutrition. 
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The only way that we are aware of, to improve the productivity of the poor is through 
what we in UNICEF call the basic services strategy. It has worked—among the poor in 
several parts of the world. We view this cluster of low-cost services for the poor 
and their children as an investment in human resources and not as consumption 
expenditure. It is an investment in the future of the national community and therefore a 
priority charge on the public exchequer. The basic services are to be based in the 
community and generated with their full involvement with such additional financial 
and professional support from outside as necessary. Basic nutrition, primary health 
care, elementary education, safe water supply and clean environment are among the 
end products of basic services appropriately designed to address the needs of each 
community. Further, improving productivity through basic services in a participatory 
approach is a viable basis for employment generation. In such a scheme, economic 
growth and the reduction of poverty become complementary. For, an attack on the 
specific problems facing children through the basic services strategy, will lead to a 
reduction of the burden of poverty and a strengthening of the basis for further growth. 

The elements of human development—education, nutrition, health, environmental 
sanitation and fertility reduction—are closely inter-related. Improvements in one area 
can facilitate improvements in others and reinforce all aspects of development— 
provided we consciously encourage all the basic services, even if we start, in a 
particular situation, with one or a few of them. 

A number of recent studies in several communities and countries have helped us to 
catch up with what the poor always knew. If the survival and development of the 
existing one or two children is ensured, and seen as ensured, the anxiety to raise more 
children will reduce. Indeed, in communities where child health has improved and 
infant mortality come down, it has been easier to have birth spacing accepted and 
family planning achieved. 

Many needs: Malnutrition is wide-spread mainly because poverty is pervasive. But it 
reflects only one of many human needs. The various needs of the poor and their 
children need to be tackled together, as part of a comprehensive development 
approach. Isolated efforts and uni-sectoral interventions in the field of nutrition, in the 
nature of supplementary feeding or food fortification or applied nutrition programmes 
are unlikely to be socially viable, without the simultaneous support from the fields of 
relevant education, preventive health care, environmental hygiene, remunerative 
employment and better access to essential foods. This lesson is based on the successful 
experience of small, poor communities with the cluster of basic services. The question 
will be asked whether these micro level experiences can be multiplied to influence 
macro level policies. Frankly, we do not see an alternative to this brick by brick 
approach, though we would agree that, ideally, national and community level 
approaches are complementary and should be concomitant. In India, the integrated 
child development services and the minimum needs programme come closest to such a 
design but there is scope for refining these—conceptually and practically—for 
involving the community more deeply, and strengthening the elements of informed 
self-reliance and income generation. 

Children are usually the first and the worst victims of material poverty in the 
family—in the form of starvation, hunger or under-nourishment. The younger they 
are, the greater the risk. Foetal underdevelopment, faltered growth and unrealized 
potential are the inevitable result. Families, communities and nations can allow this to 
happen only at great risk to themselves and cannot afford to wait till poverty is 
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eliminated. We have. therefore argued, as a preventive and promotive measure of 
the highest priority, the involvement of the people themselves, as beneficiaries as 
well as benefactors, and with the necessary professional, governmental and public 
support. 

If such be the nature of the services needed, what may be the right strategy to help 
children develop? We propose a shift of approach from the negative end of reducing 
malnutrition to the dynamic concept of growth. If we concentrate on the young child, 
as we must, the concern should consciously meet the needs of the three phases— 
pregnancy, lactation and weaning. 

It has been established by experience in several parts of the world that, in any given 
situation, growth faltering can be prevented, in substantial measure, through a few 
carefully identified health-related interventions, Growth monitoring is necessary as an 
alert but it will lapse into a mechanical routine, and probable disuse, unless it becomes 
the means of health monitoring and even more, the entering wedge for awareness and 
specific support for health and allied services. 

Breaking away: Once again, we have to strike a bold departure from the 
conventional, centralized, bureaucratic, cost-intensive pattern of organizing services 
and move the centre of gravity of the services system from the urban technocracy to the 
village community. The best we could do is to gather young children and their mothers, 
including pregnant women, say, once a month, at even a makeshift community centre. 
Here community workers could facilitate weighing of children, exchange of experience 
between mothers, and guidance for specific educational, nutritional, and health 
interventions as needed. Such guidance will include advice and support for diet during 
pregnancy and lactation, enhancing the role of breastfeeding and appropriate and 
timely weaning. 

The repetitive incidence of diarrhoea is by far the most frequent insult, and therefore 
the most dangerous threat, to the state of nutrition and health of young children in this 
part of the world. Let us understand this phenomenon, not so much as a medical 
problem of infection requiring a medical solution, but primarily as fluid electrolyte 
malnutrition—which the mother, even in a poor family, can overcome. Although 
diarrhoea is caused by infections or infestations, its symptoms, behaviour and 
treatment put diarrhoea in the category of nutritional deficiencies. Diarrhoea depletes 
the body of the essential nutrients of water and salts. It represents a form of 
malnutrition. The point is that we cannot, we do not have to, wait for the necessarily 
long-term outcome of preventive measures in environmental hygiene, especially when 
two-thirds of all children under five years in developing countries—some 200 
million—are without access to clean water; and about five million children in this age 
group in these countries die each year from acute diarrhoea, mostly from the 
accompanying dehydration. If we see water as a nutrient, the priority and support 
deserved by safe water supply will be readily understood. 

So long as the health and lives of children are damaged by common preventible 
diseases, the need for universal immunization must be canvassed and supported till the 
goal is achieved. About five million children under five in developing countries die each 
year from one or another of the six common but immunizable childhood diseases; and 
an equal number are disabled from the same causes. The alliance between malnutrition 
and infection is strong but must be broken. Here again, it is not enough to accept these 
as national policies but the service has to be arranged, for and involving the 
community, the information and facilities being channelled through the monthly 
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growth and health monitoring sessions of mothers and young children that we 
suggested earlier on. 

As we know, three nutritional deficiencies have assumed the dimensions of serious 
public health problems in many developing countries: iron-deficiency anaemia, iodine- 
deficiency disorders and the lack of vitamin A. We mention them for two reasons: first 
their extent, severity and consequences appear far more than anticipated even four or 
five years ago. And second, the response of public policy and public services to these 
problems has remained subdued, mainly due to limited or warped perceptions of the 
problem. 

For example, sensitive means are available today to identify and assess the 
consequences of anaemia in terms of depressed productivity, worker absenteeism, 
poor learning ability, lowered oxygen carrying capacity of blood, maternal ill-health 
and types and duration of illness in anaemia subjects. And about half of all women of 
child bearing age in developing countries—some 220 million women—suffer from 
nutritional anaemia. The means and resources for responding to this wide-spread, 
multiple hazard are available in the form of a simple, and economical, and proven 
technology for fortifying common salt with iron. But it will be pressed fully into service 
only when policy makers and planners perceive the problem in all its dimensions, 
Magnitude and consequences. 

Until relatively recently, iodine deficiency disorders have been equated to goitre, 
little more than a swelling in the neck caused by an overworked gland engaged in 
compensatory activity. Now it is known that the educability of children and the 
productivity of people are low in areas of endemic iodine deficiency, that four per cent 
or more of newborns in such areas are born with severe hormonal deficits likely to turn 
them into cretins. A fourth of the population in India is exposed to the risk of iodine 
deficiency disorders, some 40 million suffer from it. In Bhutan, some 60 per cent are 
affected to one degree or another. Nothing perpetuates social and economic 
backwardness more than endemic environmental iodine deficiency. Once again, there 
is a perception gap about this problem. Were it not so, things would not have gone this 
bad, when the solution has been known and is as simple and as inexpensive as 
iodinating edible salt. 

In summary, we would say that nutrition as a basic element of human develop- 
ment has been promoted for far too long in too narrow a groove for significant 
Success, apart from the historical fact that the efforts at development have insuffi- 
ciently focused on the young child. It may not always be easy for a nutritionist 
to become multi-disciplinary—though that would be a very worth-while aim. 
But nothing prevents us from working together—the nutrition worker, the health 
worker, the sanitarian, the water technician, the school teacher and the pre-school 
worker. However, the example for this will have to be set upstream, by the pro- 
fessionals. 

An problems of a social nature, results depend on the response, which is a 
consequence of the priority accorded. This in turn is a function primarily of per- 
ception. Life experience and scientific research have together yielded the means to 
close the gaps in perception at the policy-making and other levels. That brings us back 
to the lever to prime the process of change, namely awareness through mutual 
communication. 

We have to communicate on nutrition and development priorities, approaches and 
actions, among ourselves before we can achieve communication—not to speak of 
change—in relation to the poor, the illiterate, the malnourished. 
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8.11 Overcoming iodine deficiency 


O F the many disabling conditions that come massively in the way of 
human development, the endemic deficiency in iodine is second to none—in the 
severity of its consequences coupled with the spread of its prevalence. We realise this 
order of priority for the needed, and delayed, response more clearly than ever before— 
thanks mainly to the difficult and dedicated labours of the scientific fraternity, 
prominently including several of you who have gathered here from many parts of the 
world. The challenge facing us is age-old, but our present perception of its dimensions 
is relatively recent. 

We owe it to you to give as precise a reason as possible for the abiding interest of 
UNICEF in assuring decisive action against iodine deficiency disorders. As you know, 
nothing so destroys the mental and physical potential of a child as a marked deficit in 
iodine nutrition. We also know that the number of children born, for this reason, with 
serious, irreversible damage is not just a few. Your research has shown that 4 to 15 per 
cent of newborns in some population groups in this part of the world are so 
condemned, and for life. Depending on the degree of deficiency, there are manifest- 
ations less explicit and less grotesque but nevertheless as painful—children with 
impaired learning ability who become apathetic adults with little economic or social 
productivity. 

Within reach: The picture is frightening when a country ora district (as in the case of 
Bhutan and large parts of Nepal and India) has more than even half the population 
suffering, to one extent or another, from iodine deficiency disorders. It makes a 
mockery of that over-used, but under-realized term: “development.” 

However, the picture has begun slowly to change. It is the promise of this prospect 
that lends us the confidence to contribute our modest share to the common task of 
overcoming this undeserved lot of the developing countries. We are firmly committed 
to hastening this slow process of change in the social environment. Thus, we expect, 
that neonatal hypothyrcidizm will be eliminated in the next five to ten years 
from Bhutan, where iodization of salt for the entire national consumption has just 
begun. 

The endemic areas in countries like India and Indonesia are, of course, more vast and 
dispersed than in Bhutan. But that is no reason why a similar transformation cannot be 
achieved in similar time. In fact, several Asian countries have set up control 
programmes which draw upon the findings of recent research as well as the lessons of 
past failures. UNICEF, for its part, is actively associated with these current and 
hopeful efforts. 

The process of transformation from despair to hope involves a number of 
elements—some simple and straightforward (like the production of iodized salt), and 
others somewhat less easy to monitor (like creating awareness, sustaining interest and 
changing attitudes, at all levels). 

It is at this point that we come up against the more elusive aspects of programme 
success. Experience shows that in the past the lack of awareness of the problem itself 
almost touched the point of apathy. Its magnitude as well as the consequences have 
been underestimated. In country after country, an occasional flush of interest and 
concern was followed by a lapse into routine and, sometimes, indifference. 

Another perspective: The very simplicity and relative inexpensiveness of the 
enterprise has perhaps aided its relegation to an inexplicably low order of priority, 
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poor organization, lackadaisical management and little co-ordination, even less 
evaluation. We mention this because we in UNICEF only recently recognized the 
importance of awareness building —advocacy if you will—and thus have been party to 
the poor results. We have today a clearer understanding, not only of the science of 
iodine deficiency disorders, but also of the art of social organization and promotion of 
measures for control. 

The proof of the research is in the result. We are conscious that your arduous but 
determined efforts are animated primarily by your social concern. Enough is known 
for governments and peoples to act and eliminate iodine deficiency disorders. But the 
support from scientific research, especially applied research, has to continue vigor- 
ously so that policy makers and programme managers are not led up the garden path; 
more is known of causes and effects of relevance to the preventive and corrective effort; 
groups needing special attention are properly identified; interventions are made in time 
to avoid irreversible damage, and to enhance mental and motor capabilities. The most 
exciting aspect of these possibilities is that they can happen pretty soon. 

Let us conclude on the same note on which we started —human development. The 
eradication of iodine deficiency disorders is essential but not sufficient for the 
development of the young. Even in the field of nutrition, there are other pressing 
Priorities like iron-deficiency anaemia and blinding malnutrition, prevalent on an 
extensive scale. But the chain of success can well begin with a dramatic break-through 
in iodine nutrition. 


8.12 Programming iodine nutrition 


GOS DERABLE Preparation has gone into this venture in which several 
persons among the most knowledgeable in the field are participating. It is 
therefore unnecessary for us to make any specific comment on this occasion, except to 
convey the anxious concern of UNICEF about the consequences of any further delay 
to effective control of iodine deficiency disorders, We know more today than 25 years 
ago about this condition which diminishes the quality of life, but during this period its 
worldwide prevalence is estimated to have risen by 50 per cent. Awareness must, in this 
case, lead through anxiety to action. 
Let us try merely to provide a Perspective on the problem facing the countries of 
South and South Central Asia. In an almost literal sense, we are, practically in all the 
` countries, picking up the threads of hopeful but limited programmes from earlier years 
of mixed performance. The stage has been reached when it is feasible— 
technologically, financially, organizationally—to eradicate iodine deficiency dis- 
orders, in the next five years or so, through iodizing all the salt for consumption on a 
national scale. Any lowered target only increases the risk to our basic aim of assuring 
iodine nutrition. It has been said, some 70 years ago, that goitre is the easiest of all 
known diseases to prevent. We would add that it is easier to prevent iodine deficiency 
disorders in an entire country than in parts of it. A major aim of our endeavour is to 
derive the practical benefit of what may be called “the economy of scale.” 
Mutual learning: In the pursuit of our common aim, the variety of situations of the 
countries with which we are concerned, compels us to come together to learn from each 
other in the light of past experience and Present constraints. More so when some 
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countries buy the salt for their consumption from their neighbours; when complemen- 
tary modes of organization, production and distribution may be necessary within a 
country; and when nationwide iodizing of salt will have to be supplemented by the 
administering of iodized oil as an urgent measure to prevent further damage to human 
life. 

It would be fair to say that the subdued success of past attempts at control 
programmes was due to the limits of awareness of the priority for control, especially at 
the political and administrative levels. Evaluation studies have revealed that this 
weakness led to others related to active involvement of the consumer population and 
intermediate social groups as well as the logistics of distribution and the economics of 
production and, in some cases, the cost to the consumer. 

We find that the preliminary country studies so far made, make a number of valuable 
suggestions concerning baseline surveys and the monitoring of product quality, 
distribution process and health impact. These essential aspects, along with others, need 
to be tackled simultaneously with measures to set up appropriate capacity for 
production of iodized salt, its pricing and its legal protection against inroads by the 
non-iodized product. Our ambition of universal coverage has to be matched by our 
competence to take concurrent steps on a number of fronts at the same time. 
Imaginatively conceived, salt iodization can not only prove to be a major public health 
breakthrough but also trigger a modest yet useful spurt of dispersed economic activity 
and employment opportunity—from fabricating plants of optimal sizes to evaluating 
programme impact. 

Sources of support: The programme could also be an important educational input, 
and not merely for the consumer. We are glad to know that communication and 
training have been given as much importance as any other aspect of the control 
programme. We are confident that this priority will apply to all levels: political, 
administrative, managerial, technical, paraprofessional and popular. We would also 
propose that the communication process must so extend as to ensure the involvement 
of not only all the arms of government that have some contribution to make for 
programme success but also the myriad social groups such as professional bodies, 
business houses and citizen forums, in addition to the schools network and the mass 
media. 

Indeed, the programme component of communication, together with the continuing 
role of applied research, lends the basic justification fora transnational workshop such 
as this— bringing together to a single focus the global concern, regional collaboration, 
country programming and decentralized plans of action. Our common task should be 
easier if the contribution of each of these tiers is clearly defined and understood. We 
mention this point because the crucial action is at the local level, consisting of the three 
broad categories: the executives, the technicians and the people. Success or failure 
depends on the degree of unison at the level that matters. 


8.13 Another look at iodine deficiency 


E are glad to participate in the first formal meeting of the Inter- 
national Council for Control of Iodine Deficiency Disorders. You share with 
UNICEF a concern of the highest development priority in the southern hemisphere, 
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and certainly in South Asia. The situation has been grim and remains so particularly in 
this part of the world. For we find from the information generated by our investment in 
the inter-regional support to IDD Control that the spread of the disease is extensive: 
the degree of prevalence varying from 30 to 80 per cent in Bhutan, 10 to 70 per cent in 
India 20 to 100 per cent in Nepal, upto 20 per cent in Sri Lanka, not to mention 
comparable percentages in adjacent countries like Pakistan, Bangladesh, Burma and 
Indonesia. 

As development workers firmly committed to the eradication of iodine deficiency 
disorders, we cannot hope to fulfil our function without achieving fast and significant 
Progress in controlling them. In fact IDD control itself would be one of several 
measures to liberate new generations from the cluster of serious health and nutrition 
hazards in which they are presently caught. Your work and its results are therefore of 
the utmost consequence to human development in many of the developing countries. 

Having said that, we think itis good to be reminded on an occasion such as this of the 
strengths and limitations of a voluntary international grouping such as ICCIDD. We 
are glad that your title focuses on control. We also take it that your approach is 
explicitly action-oriented. We would suggest that we as participants devote some 
time to state the precise means of control and more time to the actual agenda for 
action. 

Owning the problem: Decisions, (including technical ones) are taken, as you know, 
at the country level by sovereign governments. Programmes are formulated and 
implemented by them as a national responsibility and almost exclusively with national 
resources. The success or failure of programmes is owned by national governments. 
We ought to keep this in mind so that more of those who own the problem have a voice 
in proposing solutions to it. 

The present is not the first time that national control programmes, however 
designated, have been launched. Progress has been painfully slow when there has been 
any at all. The scientific community, at any rate the socially responsible segment of it, 
cannot escape the blame for not striving hard enough to see the results of their research 
applied to public policy and development programmes. We mention this because we 
cannot afford to have history repeated not to continue what may be interpreted as 
professional condescension. More so at a time when we have become more aware of the 
magnitude of the problem and the harshness of its consequences. In this context, it may 
be good for us to remember that where IDD control is a fact, it was achieved without 
our present—and more ample—technical knowledge. 

Sociology of disease control: Developing countries, which bear the brunt of IDD, are 
not backward in the science of IDD. Where they are actually lagging is, if we may say 
So, in the sociology of disease control. We have tried (with initial success) to make IDD 
an integral part of each country programme of UNICEF cooperation whenever 
necessary. And we know that by and large the scientific knowledge, the technical skills, 
the physical facilities and the financial resources are available within a geographic 
region, if not within each country itself. What is needed is a strong and consistent 
policy priority; intersectoral Coordination; professional management; an aggressive 
approach to social communication and awareness building; and sound monitoring 
mechanisms. Political will is a must to sustain these. If we claim, as we do, that IDD is 
the easiest of all known nutritional deficiencies to prevent, it follows that the 
concomitant facilities need not be very complex, exotic or expensive. There is no 
mystery about IDD control, only an extent of ignorance and apathy. ICCIDD has an 
historic opportunity to launch a self-sustaining social ethic. To do so we must not only 
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talk to ourselves but to those who can more effectively use the many channels available 
to enlist people in a movement to control IDD. 
Let us note some professional groups who could be associated with national 
programmes and with ICCIDD: 

~— Education sector economists (to show returns on learning by elimination of IDD.) 

— Productivity councils (to show returns on productivity by investment in IDD 
control.) 

~ The livestock industry (for achieving quality improvement and to widen the base of 
support.) 

~ Salt producers, for iodizing their product. 

~ Consumer protection groups, to insist on iodine content. 

— Professional marketing groups. 

— Communications professionals. 

— Political leaders. 

We would argue that, ideally the function of a knowledgeable group such as you is to 
encourage, to warn and to advise in relation to national IDD control programmes. We 
believe that this way a national IDD programme can be strengthened to provide access 
to it for the majority of the people presently denied its benefit. Except in the event that 
dramatic breakthroughs happen in the science and technology of IDD, or altogether 
new areas of knowledge are revealed by scientists, most developing countries already 
have the basic means to eradicate IDD, where necessary by a strategic pooling of 
resources. The point is that organized action need not wait upon results of more 
research, In any case, the children being born today cannot afford to wait. 

A good example of result-oriented action is provided by Nepal itself. Recent surveys 
in some districts, where iodized salt has been used seem to show a substantial reduction 
in IDD prevalence and, we understand, an absence of cretinism below 10 years of age. 
This result has been achieved at modest cost, by supplying iodized salt since the early 
seventies. In Bhutan arrangements have been made to iodize all the salt at the point of 
entry into the country and, as partners of the government in this endeavour, UNICEF 
is hopeful that in the next 5 to 10 years, severe forms of IDD will be eliminated from 
that country. Similarly we expect the worst affected states of India, like Uttar Pradesh, 
if not the entire country, will be consuming iodized salt exclusively before the 
end of this decade. As you know, China has moved ahead and achieved significant 
success in several parts of the country, using available, simple, low-cost, indigenous 
techniques. 

These trends have become possible because policy makers, programme managers 
and the people themselves have become alive to a particular social need, thanks to the 
support from scientific research. In a social perspective what is needed on priority is 
technological support and surveillance to ensure that scientific assumptions are 
actually proved in practice. The emphasis must be on the application of available results 
of research. Further research should focus primarily on illuminating areas of relative 
ambiguity or controversy and support (when necessary) for evaluating the preventive 
measures being taken. 

New institutions, old problems: Permit us to share our conviction that new 
institutions by themselves are no answer to old problems. Rather, a change in the way 
of thinking towards a new direction holds promise for a change in the situation on the 
ground. In the case of IDD the new direction points to the largest coverage in the 
shortest time at the lowest cost. And, after years of work for children, we believe this is 
best assured within a scheme of increasing national self-reliance. 
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In this view, we would like to make a few suggestions for action to control IDD. 
Could your meetings scheduled for the future, focus on specific national programmes, 
be preceded by critical study and constructive proposals, and result in precise and 
positive recommendations for consideration and action by the government? This 
should be possible with preparation and the technical resources available with you. 
Second, could your recommendations embrace all the dimensions of IDD control, the 
technical as well as the political, administrative, managerial, educational, environ- 
mental and social? We would even suggest that your successive deliberations be held at 
or near places known to suffer severely from IDD, rather than at national capitals—so 
that realism may be the hall-mark of your advice. After all, your credibility is your 
sanction. 


D Survival in 
Health 


9.1 Primary eye care 


Aj and effective intervention to prevent blindness at socially accept- 
able cost, is possible by integrating primary eye care with primary health care; and 
by linking the latter to other community-based essential services like nutrition, 
education, hygiene, water supply and income-generation. 

It is a central concern of child development, and therefore of UNICEF, to promote 
eye care, to conserve sight and to prevent visual impairment. The enormity, urgency 
and complexity of this task for the poor majority in the developing countries was 
brought home in the perspective provided by the International Year of the Child. The 
severe inadequacy, in quality and reach, of the available promotive, preventive and 
curative services in most countries has already been established. 

Translating global goals: Global goals have now been set for the future against the 
experience in the past, but these have to be defined in relation to particular national 
needs and resources. New strategies and appropriate programmes have to be worked 
out by governments with the necessary advice and assistance by responsible agencies 
within and outside the government. In this connection, UNICEF, in co-operation with 
WHO, and the governments, would be pleased to assist in reducing these rather large 
global goals to more practical national goals and targets in the shortest time possible. 

There is every reason for WHO and UNICEF to work together in this supportive 
role to help governments and non-governmental organizations to get on with the task 
of preventing blindness. The cost of blindness is unacceptable. Its biggest cost is, of 
course, to the individual. The cost, in other terms, is generally too high also for the 
family and the community in which the individual finds himself. And such data as there 
are show that the number of the blind, which is anything up to one per cent of the 
world’s population, may double by the year 2000. The need for a massive and effective 
intervention at a socially acceptable level of cost and effectiveness is evident. 

Time to act: Fortunately, in our view, there is a climate of psychological change in 
the awareness of the problems of blindness and some confidence that its incidence can 
be reduced in substantial measure, without highly specialized personnel or so- 
phisticated technology, in most cases. But the promotion of eye health to all is possible 
only by integrating the design and delivery of primary eye care with primary health 
care. This may not succeed in a uni-sectoral approach because primary eye care isa 
matter not only of relevant technology, supplies, logistics and referrals but also of 
education, personal and environmental hygiene, nutrition, safe water, sanitation and 
community-oriented action. 

Strategy for eye care: A key to primary eye care is found in the Alma Ata 
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Declaration which has two main implications to community-based efforts to prevent 
blindness: 

— primary health workers should be actively involved in educating the people, 
especially mothers, on preventive measures; like, hygiene precautions against 
trachoma and nutritional care to prevent xerophthalmia; 

— primary eye care should be a part of the training and responsibilities of the health 
workers so that they could detect eye problems early enough, treat them as 
appropriate and refer for specialized help if indicated. 

Increased knowledge of, and care for, the brief period of time which covers preg- 
nancy, child birth and the first few months of life could also reduce the incidence and 
severity of various disabilities which now afflict an estimated 150 million children. In 
the setting of the goals of overall or comprehensive health needs, the problem of 
disability is often relegated on the grounds that the high cost of doing anything about it 
would not be justified by the small numbers it affects. One of the major tasks of the 
current special year—the International Year of the Disabled Persons—is to challenge 
this assumption on two counts. 

First, the numbers of the disabled are not small. According to estimates by 
Rehabilitation International and others, some form of physical or mental disability 
affects 10 per cent of any given population. Such a percentage brings the world total of 
the disabled to about 450 million people, of whom approximately one-third are 
children under 15 years. 

Secondly, the cost of preventing disability and rehabilitating the disabled are not 
necessarily prohibitive. As dietary deficiencies, specific diseases, general ill health 
among pregnant women and young children are major causes of disability, so 
immunization and improved maternal and child health care, which bring so many 
other health benefits to the community, could reduce its incidence. Similarly, emphasis 
on monitoring the development of young children, which is often one of the 
responsibilities undertaken by primary health care workers, could lead to early 
identification of impirment. 

The most poignant example of how much can be done for how little is, perhaps, in the 
balance of costs to benefits in the prevention of blindness. It is now estimated that 
250,000 children lose their eye sight every year for the lack of intake of Vitamin A. The 
cost of meeting Vitamin A needs is usually less than five (US) cents per child per year, 
provided that the child is within reach of a community health worker. The main themes 
of the International Year of the Disabled Persons are that high cost technological 
solutions to disability are of little relevance to the disabled who happen to be poor; that 
prevention and rehabilitation of disability can be integrated into primary health care 
strategies and ought to be; that disability should not be a reason for separating a child 
from the normal process of child development; that public attitudes towards disability 
are often as disabling as the disability itself; that the emphasis should be placed on what 
a disabled person can do, rather than what he or she cannot do; that expenditure on 
prevention and rehabilitation is economically feasible as well as morally necessary; and 
that the primary resource for helping the disabled to live lives—which are as normal 
and productive as possible—is the well-advised and well-supported family. 

The different strategies of primary health care now being evolved can help to 
improve the ratio of health gain to resources invested in all the areas of need. But it 
would be a mistake to see the primary health care worker as a mobile magician who can 
make health problems disappear with the wave of a syringe. Without training and re- 
training, without efficient renewal of essential drugs, without investment in nutrition, 
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water supply and sanitation, without community involvement and trust, without 
referral support from a sophisticated health service, and without a great deal of 
financial and administrative support, the primary health care strategy may be devoid 
of effectiveness and credibility. We need improved research, but also improved ways of 
putting the results of research now at our disposal into practical action at the country 
level where it counts. 


9.2 Mental deficiency in children 


NICEF holds a mandate from the General Assembly of the United Nations 
to be the advocate for children. As such, the concern of UNICEF is with all 
aspects of the child’s survival, protection, care and preparation. 

Changing role: In the beginning, some 30 years ago, when UNICEF was created to 
meet the needs of millions of children in Europe who were victims of the second World 
War, UNICEF’s preoccupation was simply with their survival in health. 

The programme was one of meeting critical and immediate needs by distribution of 
food, medical supplies and clothing. We still react in this manner to emergency 
situations in which children’s lives are suddenly placed at risk by disaster, natural or 
occasioned by man. 

When the UNICEF mandate was expanded to include the children of developing 
countries, many of whom suffered continuous depredations of poverty, ignorance and 
disease, our perception of children’s needs broadened and the well-being of the mother 
became increasingly important to us. Programmes of the 1950’s which had been 
confined to child survival and protection, gave way to the mother and child 
programmes of the 1960's. These programmes continue to this day. 

In the 1970's UNICEF further extended its horizons. Mother and child care were 
approached through a whole range of integrated services, including not only maternal 
and child health, but education, water supply, sanitation, nutrition, income generation 
for women, and the like all of which were necessary to self-sustaining growth and 
development. 

To use the jargon of the day, UNICEF had become a development agency, 
concerned as much, if not more, with the promotion of appropriate development 
planning, the shaping of public and governmental provision for children’s rights and 
needs, the installation, management and beneficial use of basic services, as with 
direct response to immediate needs in the form of materials and supplies for the 
traditional services to mothers and children. / 

The co-operation of UNICEF with the Government of India, has followed this 
pattern; the first UNICEF project in 1949, was the importation ofa cargo of skimmed 
milk powder. Today, UNICEF is partner with governments in programmes ranging 
from research which underpins development programmes for children, to the 
provision of safe water supply, sanitation, and to the promotion of breastfeeding as the 
most effective protection of the infant. : 

The threads of logic which run through all these endeavours and unite them, are that 
the child’s rights and needs will be met ultimately through the raising of people’s 
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consciousness, awareness, responsibility and willingness to sustain their own advance- 
ment and that of their children. 

Aims of co-operation: The UNICEF programme of co-operation is one of early 
intervention, not only to avert danger and assure survival in emergencies, but to 
protect, care for, and prepare the child for life. Protection is strengthened through 
measures such as the provision of ante, peri- and post-natal amenities, timely immuniz- 
ation and general up-grading of status of the family and environment. Care is 
improved by the imparting of skills to the mother and support to pre-school groups; 
preparation is upgraded in schools and non-formal learning situations and indirectly 
through the training of trainers and auxiliaries. These are but some of the ways in 
which UNICEF intervenes at the most vulnerable stage of the child's existence. 
Perhaps in recent years, we are becoming increasingly aware of a new dimension—the 
survival protection and care of the child in the womb and it might well be that future 
UNICEF programmes will concern themselves more consciously with the well-being 
of the unborn to protect them from insults associated with drug taking, smoking, 
alcoholism or physical violence. 

If an impression has been given that UNICEF can meet all the complex needs of 
children, please dismiss it. The funds which are entrusted to us as voluntary 
contributions of governments and by individual donors, are relatively small. We have 
to search continually for more cost-effective means to invest our resources in children 
and our operational modalities become increasingly systematic, employing modern 
practices of management and control. UNICEF can, at best, assist governments to 
reach a little farther, after they and communities have stretched their own capacities to 
the limit. UNICEF can offer assistance to promote new ideas, develop more effective 
services, bolster operational research, to assemble knowledge, data and analyses of the 
Status of children and use them directly in the service of children. What UNICEF 
cannot do, is to take over all the responsibilities which rightly belong to parents, 
communities and governments, 

Dimensions of mental deficiency: We have not in the past, remained aloof from 
problems of mental retardation. We have been told that some 25 per cent of mental 
impairments in India result from perinatal trauma. We have heard described 
graphically, the deleterious effects on children of environmental deprivation. We know 
of the effects of nutritional and other deficiencies in the mother and in the infant. These 
haye all been, and will continue to be, areas for active UNICEF support. 

However, the International Year of the Child, and now IYDP, have drawn our 
attention more specifically to the condition of the child with mental impairments, 
disabilities and handicaps. The prevalence of mental retardation among children in 
developing countries is a matter for concern, 

Some estimates of the magnitude of the problem in India suggest that of the 15-20 
million mentally retarded people, nearly 20 per cent are children. Approximately only 
0.2 per cent of them have received any opportunity for systematic care or education 
outside their families. Even minor interventions could significantly change the 
potential and prospects of hundreds and thousands of these unfortunate children, 
especially since it is estimated that about 75 per cent of them are only mildly and 20 per 
cent are moderately retarded. 

Information gaps: However, we still do not have enough accurate information on the 
prevalence and causes of mental retardation. In India, the International Year of the 
Disabled has inspired national interest and initiatives for basic studies and surveys. 
Illustrative of this trend are the surveys planned for later this year by the National 
Sample Survey Organization which is to include the prevalence of disability, a socio- 
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economic profile of disabled persons, behaviour patterns and development milestones 
of all 5-14 year old children. The survey will yield statistical information not only on 
the extent of child mental retardation, but also on the relationship between physical, 
mental and sensory impairments and the socio-economic status of the people. 

Child development spectrum: UNICEF endorses the view that child mental health 
can best be promoted in the framework of all-round child development. Factors 
deleterious to mental health, or measures to promote it cannot be tackled in isolation 
from the familial and social context of the child. In practical terms, this prompts our 
belief that parents have a key role in any rehabilitative endeavour, and parent capacity 
and efficacy may be augmented in networks of self-help groups, with a back-up support 
from professionals and specialist institutions. We believe also that all primary health 
care and social workers should have included in their training (and training manuals) 
some elementary knowledge and understanding of mental health. Outreach workers 
could act as powerful agents for creating community awareness on the importance of 
early diagnosis and early intervention. 

UNICEF subscribes to the 1959 Declaration of the Rights of the Child: it affirms the 
protection and promotion of the child’s physical, mental, moral, spiritual and social 
development, as a package of attainable aspirations. UNICEF's concern, deepened by 
its own experience over 30 years, is with this whole spectrum of child development and 
the many supportive facilities needed for it in the structure of family, community and 
society. We are aware of the importance of promoting child mental health and of 
preventing or reducing mental retardation, but we are convinced also that there in no 
way can this concern be isolated from the other aspects of child well-being. 

Some perceptions: In this perspective, and in summary, five broad perceptions 
emerge—shaping UNICEF’s approach to child mental health. They are not carved in 
stone and may well be modified in light of experience. 

~ Mental health care will be promoted by UNICEF as an integral part of primary 
health care. This implies that mental health care should be part of the training and 
responsibilities of the primary health worker and the primary health worker should 
be actively involved in educating the community, especially parents, in the 
identification of incipient mental disabilities, preventing them where possible and 
managing them capably when necessary. 
Many mental disorders are avoidable by timely preventive care, commencing at the 
time of conception. The deleterious effects of injury in the womb from smoking, 
drug taking, malnutrition and physical injury have been well documented. We 
accord priority to the avoidance and prevention of actions damaging to the foetus, 
to the protection and care of the child in the most formative stages before and after 
birth. 
~ We know also of the possibility of reversing many mental and other disorders 
through early detection and intervention. The capacity to do this and the skills of 
simple treatment and rehabilitation will have to be built into the family and the 
community through the primary health care system, to the maximum possible 
extent. 
~ UNICEF believes that prevention, early detection, timely intervention or rehabilit- 
ation becomes easier, less expensive and more accessible if the effort intermeshes 
with, and is an integral part of, not only primary health care, but also the other 
essential community-based services like education, nutrition, sanitation and 
income generation. This brings into focus, the paramount need for community- 
based primary health care and social workers with appropriate and versatile 
training. 
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_ ~ Finally, we share the belief that the mentally handicapped must have four essential 
services—health, education and training, social and voluntary support. India has 
an abundance of committed individuals and voluntary organizations which have a 
distinguished record of service and experience. UNICEF would like to co-operate 
with them if they can unite and reach out to us through the channels of the 
Government of India, with whom we have an agreement that all our assistance be 
channelled through its ministries. This last understanding is of importance to 
professional and parent associations. 

In short, UNICEF would like to concentrate its small available resources at each 
level of prevention or early intervention, on the abilities and genetic potential (or 
“biological trajectory”) of the child, rather than on his or her disabilities and we wish 
to work with others in all of this. 


9.3 Technology for health 


T the risk of repetition, it must be said that primary health care for 

all children is a central part of UNICEF’s mandate. And, appropriate technology 
is one of the main means of fulfilling UNICEF’s mission. Appropriate technology— 
whether it involves reviving traditional technology, improving an old one, adapting a 
current technology, or inventing a new one—must acquire the makings of a national 
movement. This is possible as well as necessary. 

Criteria of appropriateness: Our common concern and aimis to give substance to the 
Declaration of Alma-Ata, which UNICEF was privileged to sponsor jointly with 
WHO nearly three years ago. The key to the right approach to this task is found in the 
declaration itself: Primary health care is, to quote its words, to be “based on practical, 
scientifically sound and socially acceptable methods and technology made universally 
accessible to individuals and families in the community, and at a cost that the 
community and country can afford to maintain at every stage of their development in 
the spirit of self-reliance and self-determination.” Here then, is a set of criteria to 
identify or develop technology appropriate to particular social contexts. 

Human development: Let us remember that we are searching for a health delivery 
system appropriate to the situation but which is not considered “second class.” What 
we need today is in fact a technology that would help initiate a process of human 
development by stimulating the innovative forces which exist in any community. We in 
UNICEF have another name for this approach—the ‘basic services strategy.’ Its 
essential feature is community involvement and community responsibility. It answers 
the economic quandary of governments being financially unable to extend the 
Conventional pattern of services to all the people. It also meets the problem of 
professional disinclination to go and live or work among people in the village or urban 
slum, And finally, it preserves human dignity by making people, in their families and 
Communities, feel that they can assume the responsibility of looking after their basic 
needs—given the right kind of knowledge. Nowhere is the basic services strategy more 
convincingly appropriate than in the context of primary health care. 

We are concerned not so much with the ideological debate on appropriate 
technology that has gone on for about two decades now, as with the practical issues of 
defining and applying appropriate technology for primary health care. 
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A few examples could be cited to make the point that we need to remove obstacles 
that stand in the way of technology appropriate to primary health care. 

Infant feeding: We all know, for example, that nothing is more appropriate to infant 
and early childhood nutrition than breastfeeding. All the same, breastfeeding is 
declining even in developing countries and bottlefeeding is increasingly the fashion and 
the bane. This is mainly because the facility of the health care system is being 
systematically misused for promoting what are called breastmilk substitutes. Often, 
personnel provided or paid for by manufacturers or distributors of infant formula 
operate openly through the health care system. The draft International Code of 
Marketing of Breastmilk Substitutes, coming up before the World Health Assembly 
next month, will have to be taken up at the national level for effective regulatory action 
by the force of public opinion as well as of the law—in the interests of appropriate 
health technology. This will have implications in health education, present hospital 
post-delivery practices, and in training at all levels. 

Appropriate technologies do not exist in isolation. For instance, the growth chart 
and oral re-hydration salts are linked to one another and indeed to several other 
technologies in primary child care. It would therefore be a waste of opportunity to 
promote appropriate technologies singly. They would have to be promoted in careful 
clusters for such substantial fields like primary child care and primary mother care. 

Local examples: To give an example nearer home, when people migrate from 
neighbouring states to settle in the suburbs of Delhi, they take care to plant a 
pomegranate tree in their modest courtyard—they believe this to bea reliable source of 
treatment for diarrhoea. Has the medical profession and its research arm evaluated 
and promoted the use of this simple intervention? India is full of such promise not only 
in the curative field, but also in promotive and preventive possibilities. Back in the 
1930’s Mahatma Gandhi used to propagate through his journal the virtue in eating 
unpolished rice, using neem leaves for eyes, charcoal as dentifrice and oilcake for bath, 
perhaps to the amusement of some. Each such traditional idea was subjected to 
scientific scrutiny and sought to be promoted as part of a nation-wide effort at social 
change. r 

Disseminating knowledge: It is not enough to lay down what is appropriate 
technology or even the criteria to judge how appropriate it is; the ultimate decision 
rests with the user. Our task is to provide people with the correct information and to see 
that nothing blocks the way of their making the most of it. The dissemination of the 
relevant facts is an important pre-condition to making public property of every 
appropriate technology. pA 

Appropriate technology—whether it involves reviving a traditional technology, 
improving an old one, adapting a current technology, or inventing a new one—must 
acquire the makings of a national movement. This is both possible and necessary. 


9.4 Approach to blindness 


T: is one of the aims of UNICEF to alleviate the condition of the sightless, 
especially the children among them. This aim cannot be achieved ina durable way, if 
the effort is isolated from the social environment in which the blind live and try to 
work. This is why we find a meaningful link-up between UNICEF's education 
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programme and its rehabilitation support. We are keen on promoting appropriate 
methods of teaching blind children. But we are equally keen on training the parents and 
teachers so that these children can learn how to move about in their homes, in the street 
and in society. We are currently taking some practical steps in this direction in co- 
operation with the Government. 

We have noted one category of UNICEF ambitions. We have another—bigger and 
no less urgent. UNICEF would like to measure the situation of the blind not by the 
number of braille text books it helps to provide, but by the number India no longer 
needs. We would like to assist in curing the curably blind and in preventing preventable 
blindness. Today we know the many causes of diminishing sight and we also have the 
means of promoting eye care, conserving sight and preventing visual impairment. 

Nutritional intervention is one of the well-established means in this preventive effort 
and needs to be expanded rapidly among children. But the strategy is unlikely to 
succeed unless we ensure that the preventive capability is available to the family at the 
community level. This is a matter not merely of Vitamin A supplies, relevant 
technology, logistics or referrals but also of education, personal and environmental 
hygiene, sanitation, nutrition, conscious community-based action and employment 
opportunities for the family to secure the means of living above want and in dignity. 

It is not suggested all this is easy. The number of the blind seems to be increasing 
across the developing world where 200,000 children lose their vision each year. One 
study suggests that 9 million Indian children below six years of age have vitamin A 
deficiency. This is the order of the challenge facing us. We must respond to it with 
speed. And accept it with the confidence that with our intelligence, sensitivity and 
resources, we can help our children to have healthy eyes and free them from the use 
even of spectacles. 


9.5 Health management by the people 


ie was four years ago that WHO first commended the target of health for all 
to the world community. Within about a year, WHO and UNICEF agreed at Alma 
Ata that primary health care was the best approach, towards it. And primary health 
care was defined by common consent as involving the pre-requisites of a multi-sectoral 
approach, community involvement and appropriate technology. 

What has clearly emerged from the discussions since then is that “health for all” is a 
matter as much of socio-economic development as of medicine and public health. This 
perception has been reinforced by the International Development Strategy for the 
1980’s which links fully, and for the first time, social goals with economic goals. 
Development is conceived as an integral process leading to freedom from hunger, 
universal primary education, and primary health care for all. The way to close the gaps 
in these directions is to close them together. 

Beyond the health sector: Clearly, this set of goals is not for the ministries of health 
alone to pursue. Indeed they call for resources even beyond what governments by 
themselves can summon—resources not only of a technical or financial nature but also 
of attitude and will, of social organization and action. This is, in our view, the crux of 
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the managerial challenge involved in development, including that of national health 
programmes. 

Let us take as an example a typical health hazard that is easy to bring under control 
but is still vexing many developing countries—and some developed ones too—the 
prevalence of endemic goitre and cretinism. WHO has been concerned and active in 
this field for a number of years. UNICEF has assisted in setting up several plants for 
making iodized salt and logistical support systems, and is continuing to do so. There 
are national goitre control programmes in countries of this region. The endemic areas, 
the levels of the incidence, the causes of the illness and the cure for it are all fairly well- 
known. Yet we are not able, in this part of the world, to eliminate the disease. 

Managerial vision: Obviously, the health ministries have to gear themselves better to 
the task but the task itself involves not merely a technical specialism of the setting up of 
a ‘goitre cell’, but managerial vision, competence and confidence that bring together 
various government ministries and professional capabilities of many kinds—medical 
research and survey, manufacture and distribution of iodized salt, cost control and 
information campaigns, reviewing and improving the results and, not the least, finding 
the resources for all these. The cure, however, is simple and its cost negligible. Indeed 
there are few diseases that stand so much in the way of national development of the full 
human potential and that can be eliminated for so little. If we do not muster the 
managerial capability to overcome goitre in the next five to 10 years’ time, it is not clear 
how we can attain the far more difficult goal of health for all in 20 years. 

We in UNICEF believe that it is a managerial function of health development to 
influence policy in favour of investment in health services—by pointing to its economic 
return. That is so say, social development and economic development need not be at 
each other’s expense but can sustain and promote one another, To cite an example 
where governments and WHO can take credit the international investments in 
the eradication of small pox have paid off dramatically in terms of lives spared, 
national expenses saved, and doing away with immunization, quarantine and other 
facilities. 

If we look at the success story of this decade-long international campaign, we will see 
a technological innovation, in that freeze-dried vaccine ended the need for costly and 
difficult refrigeration in remote tropical areas. There was also a managerial innovation 
in saturating outbreak areas with vaccinations rather than seeking vaccination of the 
entire population. 

This has its obvious lesson for the managers of health services. Beyond the 
commonly cited constraint of establishing a logistical system, there is the evident gapin 
the planning, organization and management of extending immunization services. And 
this is a matter by and large within the jurisdiction of health ministries. 

Another dimension of the managerial challenge of health development in this part of 
the world is provided by infant deaths by diarrhoea and dehydration. The answer is 
within the capability of the mother, if only we could reach her the right kind of 
knowledge, enabling her to act within the resources of her home. 

Not another specialism: In the jargon of modern management, there need to be 
country health programming, programme budgeting, programme evaluation and 
health information systems support. But we should not make another esoteric 
discipline out of health management—more so as primary health care cannot succeed 
without its central component, namely the full involvement of the people, whose health 
status is our subject of discussion. Rather, the task awaited of those with specialized 
knowledge is to shape alternative approaches so relevant to the health problems of the 
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poor that they themselves can take a hand in solving them. That way lies progress in 
‘human’ terms in the 1980s and beyond. 

We would suggest that together we seek to understand the managerial process for 
national health development in the context of specific problems, rather than in terms of 
promoting the concept itself. Shared perceptions on similar problems must precede 
viable co-operation between countries. 

We would commend a couple of points for consideration: 

~ First, the possibility of resorting to new forms of organizing and delivering health- 
related services by people in low-income groups: for example, by upgrading the 
competence and role of the community worker, by concentrating on organizing 
more health centres, by reorienting modern hospitals into referral centres, by 
keeping over-professionalism in check. There are, as we know, examples of this in 

ı Several countries. 

~ Secondly, an emphasis on children (and mothers) as the most productive and cost- 
effective way to begin to work for health for all—by preventing ill-health, disease 
and disability where this is relatively the easiest. 


9.6 Child health and the family 


Tea is scope for a range of actions a family can take to safeguard its 
health, even in conditions of serious economic inequality and social discrimin- 
ation. These actions are mainly promotive and preventive but to an extent even the 
curative function can be fulfilled, given the right kind of information, 

The family is the first defence for a child in any society. This has been a working 
principle of UNICEF from the beginning of our involvement, for over 35 years. The 
theme of this discussion thus coincides substantially with the UNICEF approach to 
child health. 

Four channels: There are four channels of help to children. The first is the family in 

which the child is found. The second is the community in which the family is located. 
The third is the system of government services available to both. The fourth is 
international and other outside assistance. 
i There is, in the Asian context, no credible alternative to the family—yes, even a low- 
income family —assuming the first-line responsibility for looking after much of its own 
health, Indeed, families are discharging that responsibility as best as they can, and 
against almost impossible odds. And they do not have to be prodded in this task—any 
more than a mother has to be motiyated to care for her child. You will find that, among 
the poor, the concern for the well-being of one another is so strong that it extends 
beyond the immediate family. How else do the unemployed survive in the absence of 
Social security? It is a different matter if the capability of a family does not match its 
concern. It is the capability of a family which needs to be enhanced even at the same 
income level with some marginal assistance from the rest of:the society. 

First, let us consider the inevitability of people, in their families and local 
communities, having to find answers to most of their own health problems. Many 
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Asian countries began their career of political independence with excellent blueprints 
for basic health services for all the people. A few decades later, we find that a majority 
still does not have access to these services, even where progress has been made, as in 
several countries, to reduce mass disease. Is the lack of rapid progress due only to lack 
of finance? We doubt it. It may however be related to lack of political will coupled 
with a primary health care approach. 

Health rather than medicine: The health problem has been ‘successfully’ 
medicalized—to the detriment of the generality of the people. The medical profession 
and the drug industry are now at the centre of the health stage. And those who need 
health services are at the periphery. Modern medical science is all to the good but, 
clearly, its marvels, or benefits, do not reach most of the people. 

Consider an example. A survey was recently conducted by a welfare organization ina 
few semi-urban areas in a major capital city, with the help of the local medical 
association. Of the 600 children of pre-school age covered, not one was immunized 
adequately with the DPT and polio vaccines. Only two were protected against measles. 
The majority went without immunization of any kind. This, in spite of all these 
children attending government-aided nurseries, in spite of government grants for 
periodic visits by a medical professional, in spite of there being a primary health centre 
in the neighbourhood. It is not fair to these children that doctors should wait for an 
epidemic to feel impelled to spring into humanitarian action. Rather, if the parents of 
these children are made aware of the danger of not immunizing their children and also 
the easy availability of the vaccines, they would themselves demand the services, which 
is within the competence of a health worker to provide. Thus, the first thing a family 
should be—is to be “aware”: aware of need; aware of choice; aware of the value of 
preventive vaccination. 

Luckily, we do not have to labour this point. Some enlightened leaders of the medical 
profession are themselves rethinking the social relevance of medical science. And 
change comes surely when it comes from within. It is today acknowledged that, as 
private medical practitioners overflow from cities into villages, the cost to the villager is 
higher by about ten times for the health-related jobs which the local people can do 
themselves. The moral of this story of our times is that those who need the services and 
those who provide them should be as close to one another as possible, when not the 
same, To meet this criterion, we cannot think of a better social institution than the 
family. More so against an Asian backdrop where family ties are strong and family 
norms are respected. s 

There are other ways a low-income family can promote its health. And we say so with 
a certain confidence derived from the UNICEF experience of working with commun- 
ities in many countries. Here, we would commend a broad division of labour— 
between the medical profession and the drug industry on the one hand and the family 
and the community health worker on the other. When illness comes we shall depend on 
the former but we shall rely on the latter to see that illness rarely comes. We must 
distinguish between illness care and health care. 

Health care and illness care: Let us look at the pillars on which the edifice of health 
rests. An obvious one is food—its availability and one’s knowledge of what is good 
for one’s constitution, in terms of type, quantity, preparation, and timing of the 
food, 

In this connection, we must rededicate ourselves to improved infant feeding practices 
beginning with prolonged breastfeeding and proper food supplementation. This not 
only nourishes the child but protects it. Our organizations can take a significant place 
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in the effort to reduce the decline in breastfeeding and to support better infant feeding 
practices. A cluster of deficiency diseases can be avoided by correct eating habits. The 
aggravation of these and other diseases can be limited the same way. Education for 
nutrition becomes even more relevant when it comes to the child, through the stages of 
maternal nutrition before and during pregnancy, breastfeeding, food supplementation 
and onward to the regular family diet. Whatever the consumption level of the family, it 
is important to prevent any depletion of the available nutrition, through worms or 
infection, social custom, habitual neglect or sheer ignorance. It has been demonstrated, 
in many parts of the world, that even literacy is not a prerequisite for acquiring 
nutritional wisdom and strength. 

Child bearing and child rearing: Another support for health is proper child-bearing 
and child-rearing practices. We mentioned breastfeeding which needs more protection 
than promotion—protection from unequally competitive commerce. A mother can 
easily be given the right information on the precautions she must take before, 
during and after birth and through the years of early childhood. Such knowledge 
is best imparted by someone emotionally close to her, in the family or neighbour- 
hood, 

Safe water, proper sanitation and clean environment are yet another group of inputs 
for health. What needs to be done here has been said by one of India’s leaders, way 
backin 1935, in terms that carry more conviction than we can hope to provide. He 
wrote: “We are said to be a nation of daily bathers. That we are to be sure, but we are 
none the better for it. For we bathe with unclean water, we foul our tanks and rivers 
with filth and use that water, for drinking and bath.” Obviously, one does not have to 
be a doctor or degree-holder to learn the elementary principles of sanitation and 
hygiene. Nor does one have to wait for Piped water supply, sewerage systems and 
environment specialists to arrive. A family with the necessary awareness may be 
expected to act autonomously and to achieve the minimum essential level of health- 
giving Cleanliness, 

There is another set of steps a family can take, to prevent slipping into illness. This 
category of action would need a measure of external help in the case of poor families. 
Like giving iron and folic acid to expectant mothers: immunizing children; chlorin- 
ation of wells; spraying of insecticides; and administering simple remedies for minor, 
essentially self-limiting ailments like coughs and colds, stomach upsets and small 
injuries. With some assistance from a trained health worker, preferably a volunteer 
from the community, any family can take over this function, which in some societies 
has come to be called “self-care.” 

Self-care despite poverty: There is thus scope for a range of actions a family can take 
to safeguard its health, even in conditions of serious economic inequality and social 
disctimination. These actions are mainly promotive and Preventive but to an extent 
even the curative function can be fulfilled, given the right kind of information. 

There is no rift between the concept of a self-reliant family and a self-reliant 
community. The community is a one-step extension of the basic social unit that is the 
family. And nowhere is this natural extension more visible and real than in poor 
communities. 

Equally, there need be no contradiction between self-care in health and on-going 
attempts to transform structures of social injustice. Indeed the care and the struggle 
reinforce each other. The poor can act here and now and if we let them succeed, another 
public health revolution will have happened, 

Whether they will succeed depends on their becoming aware of the diverse causes of 
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poor health. Their economic condition is one. Their lack of information, and 
knowledge of its usefulness, is another. It is the perception of UNICEF that both these 
causes have to be tackled together. For instance, we believe, and we assist in translating 
that belief into practice, that the productivity of the poor must increase. Income- 
generation by women is an example of one such aim we constantly pursue. Backyard 
vegetable gardens to augment family consumption is again a simple idea we ardently 
support, and which has helped, in some countries, to alter dramatically the nutritional 
status of children. 

The point needs to be made, and made emphatically, that health does not flow from 
gross national product or from higher expenses on the medicalized and centralized 
health care systems existing in most countries. 

The way to health lies mostly through social awareness and human solidarity. Both 
these values should begin, like charity, at home and in the family. Social security, even 
when it comes to Asia, is no substitute—but only a support and complement—for the 
security that the family gives. Since it is the learning process that tips failure into 
success, let us conclude with a quotation from Mahatma Gandhi, who said: “If you 
educate a man, you educate an individual. If you educate a woman, you educate the 
whole family.” 


9.7 Experiences in tuberculosis control 


UBLIC awareness of the need and possibility of preventing and over- 

coraing tuberculosis must be built up to the stage when the people themselves 
would seek out the means of doing it. If many countries of the world have achieved this 
aim in the first half of the century, there is no reason why South Asia cannot do the 
same in this last quarter. as; 

We in UNICEF are concerned primarily with preventing and eradicating tubercu- 
losis, particularly in relation to children. We would attempt to review, rather rapidly, 
the experience of UNICEF in tuberculosis control in this part of the world. We would 
leave its main lessons to be drawn by others, and hope that public health policies and 
related decisions may come to be so influenced that such misdirection of effort and 
misapplication of resources as may have happened in the past, may not be repeated. 
This is easier said than achieved but that precisely is the constant challenge facing 
professional cadres everywhere. 


The South Asian involvement of UNICEF with tuberculosis control started as early 


as in 1951. As elsewhere, our response to the condition of the children of the area took 
rnment programmes. And 


the shape, necessarily, of support to particular governt 
government projects were based—perhaps inevitably in that early phase of 
development—more on generalized perceptions than on precise data. What was 
known then was that tuberculosis ranked among the communicable diseases as the 
leading cause of morbidity and mortality of the population in this region. This, as we 
know, is also the position today. It continues to be a serious problem in Nepal. All 
parts of India, are known to be badly, and more or less uniformly, affected. 
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A survey in the late 1950’s showed that there were 7.5 million tuberculosis patients in 
India alone, of whom 2 million were infectious. Would the present order of prevalence, 
and of annual incidence, be less—or more—in terms proportionate to the total 
population? Would it be less—or more—in absolute numbers, of adults and of 
children? The actual magnitude of the problem of tuberculosis in South Asia remains 
largely unknown. This knowledge is a first step towards tuberculosis control. 

Lessons learned: UNICEF assistance to tuberculosis control programmes was 
extended in support of national strategies centred on fairly sophisticated institutional 
facilities for diagnosis and treatment; like TB centres, for example, one for every 
million population. These centres were supplied progressively with x-ray units and 
specialized cameras, films, laboratory equipment, spare parts, transport vehicles and 
anti-tubercular drugs like INH. It was also expected that mobile teams would promote 
public education to remove ignorance about the disease, the means of prevention and 
the availability of facilities for control and cure. UNICEF assisted this programme 
over the years and upto a point, when it became financially no longer feasible, 
consistent with the various commitments we had with the same governments. 

A good deal of domestic public resources has also gone into this particular pattern of 
national TB control programmes—by way of staff (medical officers, health visitors, 
laboratory technicians, x-ray technicians, statistical assistants, and so on) and of 
materials (chemicals, stains, cards, forms). More than anything else, land had to be 
found and buildings erected before the institutions could start functioning. And it did 
not come as a surprise when the pace of setting up the medical-bureaucratic 
infrastructure was held up by the hurdles of construction activity. 

Meanwhile, it has been the endeavour of UNICEF to see that the BCG campaign got 
increasingly integrated with the control programmes. In India for example the mass 
BCG campaign started in the early ’50s and UNICEF had been supporting it by 
supplying BCG kits and vehicles. Today governments in this region are, on their own 
resources mostly, practising large-scale preventive immunization with BCG. And 
BCG has come to be a regular component of the expanded programme on 
immunization to protect children against a cluster of diseases. 

An appraisal: After years of preventive and control measures, the moment of truth 
slowly arrived. The Indian Study Group on the means of “Health for All” gave its 
assessment last year: that India’s National Tuberculosis Control Programme has 
remained a rather restrictive service providing diagnosis and treatment of sputum-positive 
cases largely in urban areas. 

This means that the rural areas, where most people live, go by and large, without any 
effective tuberculosis control. 

In our search for a breakthrough in tuberculosis control we are thus faced with a 
virtual impasse. The pre-existing Strategy has spent itself. A new anti-tuberculosis 
strategy, relevant to South Asia, is yet to be devised. We would suggest that some 
thought be given to the basic elements of a new approach. 

There is need and scope for research and study on a whole range of tuberculosis- 
related problems. But surely, corrective action need not wait for the results of research, 
especially as there is no knowing what the results would be. Some of the forgotten 
lessons of the world-wide experience in tuberculosis control lend themselves for 
application here and now—provided all those engaged in medical practice and 
research, health promotion and development administration let this happen. 

Western experience: We know that tuberculosis came to be controlled substantially 
in Western countries well before streptomycin was discovered in 1944 and INH was 
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introduced eight years later. The main factors which enabled these countries to cross 
the hump were: 
— Better nutritional protection helped by improved living conditions. 
— Wide dissemination of knowledge concerning tuberculosis. 
— Routine vaccination of children at school and in the community. 
— Improved sanitation and hygiene. 
~ Assumption of statutory responsibility by local authorities for preventing and 
treating the disease. 
— Training family members to keep the patient on the required regimen for as long as 
needed. 
— Voluntary social effort in case-finding as well as fund-raising. 
— Observation of persons from the household of tuberculosis patients to detect 
evidence of developing disease. 

The times have changed and knowledge has accumulated, though problems remain 
the same. Procedures such as we have rummaged from recent history are perhaps 
too simple to be current. Highly organized professions and firmly established 
institutions are not satisfied with anything but the uptodate in technology and 
equipment. 

The point we would like to stress is that knowledge has advanced also in matters like 
enabling a family and a community to find answers to most of their own health 
problems— including prevention and control of tuberculosis. And that brings us to the 
fairly simple, but vital, concepts of primary health care: multipurpose health workers 
based in the community, health education especially for women, primacy for 
prevention. 

Value of vaccination: Some of the steps that can be taken are clear; BCG, which is 
still the only possible means of immunization, needs to be given to infants in the first 
few weeks rather than when they are nearing, or past, their first year. 

As house-to-house vaccination may not be easy, in physical or financial terms, 
the practice of collecting children at central points on announced dates has to be 
encouraged. Country-wide distribution of drugs and their ready availability under 
refrigerated conditions must be ensured, so that treatment can start as soon as a case is 
detected. And detection must become part of the properly trained community health 
worker’s normal function. Equal attention needs to be paid, through community- 
based mechanisms for case-holding for as long as necessary and for tracing drop-outs 
and re-starting their treatment. The effectiveness of domiciliary treatment has been 
established by research studies, here in Madras, as early as the 50s, but its potential has 
hardly been realised. ; 

If these are some of the many directions in which a credible tuberculosis control 
programme can move ahead, we have to undergird this effort by a massive public 
information campaign, through every available channel, including official as well as 
public media—electronic, printed and folk. Public awareness of the need and 
possibility of preventing and overcoming tuberculosis must be built up to the stage 
when the people themselves would seek out the means of doing it, if many countries of 
the world have achieved this aim in the first half of this century, there is no reason why 
South Asia cannot do the same in this last quarter. 3 5 3 

Professional knowledge and modern medicines are useful in treating diseases. 
But the common people in our part of the globe cannot afford the treatment and 
therefore the disease. And this is all the more true when it comes to a disease like 


tuberculosis. 
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9.8 Responding to risk of deafness 


S with the aims of primary health care or proper infant feeding practices, 

there is growing identity in the approach of WHO and UNICEF toward early 
detection and prevention of impairments (before they become disabilities), and toward 
alleviation of disabilities (before they become handicaps), Today we begin discussion 
on questions relating to hearing impairment among children. We seem to agree that 
there is no alternative to putting a bold accent on preventing deafness, and to building 
early detection, treatment and rehabilitation as successive responses into a preventive 
and promotive scheme of people’s health. 

Theres daily evidence that the social setting, which governs our discussion, results in 
more and more children losing to some degree their ability to hear. Their condition 
tends to go unnoticed, even by their parents, until it is too late to prevent it from 
disabling them. And itis all too often that effective attention is delayed, and problems 
compound into an irreversible handicap, even as the child is called upon to respond on 
his own to life around him. Embarrassment at being unable to join in group discussion 
and anxiety about being ridiculed, heighten the child’s sense of isolation and lead him 
to further withdrawal from interaction with others. 

In the evolution of humankind, hearing, together with sight, has become one of the 
senses most needed for survival. Hearing is the chief means of receiving communic- 
ations and learning. But its importance is rarely appreciated until it is impaired or 
lost. Helen Keller, who overcame and transcended her multiple handicaps of being 
blind, deaf and mute, had this to say: “...the problems of deafness are deeper and more 
complex, if not more important than those of blindness. Deafness is a much worse 
misfortune, for it means the loss of the most vital stimulus—the sound of voice—that 
brings language, sets thoughts astir and keeps us in the intellectual company of man.” 

In intensity and numbers, the world has a problem of the first magnitude in an 
estimated six million deaf children, mostly in the developing countries. There is reason 
to believe that this estimate may be on the low side. A 1980 sample survey in Nepal 
shows that over a third of the disabilities detected in all age groups, pertain to hearing. 
On-going studies call into question the earlier assumption, that, in India, there were 
about two million people loosely described as ‘deaf and dumb’. In four villages, not far 
from Delhi, ofa population of 2893 surveyed, as many as 930 had hearing problems of 
a mild, moderate, severe or profound nature. Even if the 569 mild cases were counted 
out, an eighth of the total had their hearing impaired seriously. One does not know 
with any certainty the total situation today in India, any more than we know howitisin 
the other countries of the region. This position may improve as data, now being 
gathered, become available. 

It may turn out that there are more deaf among us than we have cared to hear about. 
Denied the needed attention, the deaf become doubly disabled by turning mute. And 
society’s ignorance and insensitivity heap insult on injury by looking upon the mute as 
stupid. It is clear that, whatever the strategy, preventing deafness and organizing 
services for the deaf can succeed only after social attitudes change and are seen to have 
changed. There is, as we ought to remember, none so deaf as those that will not hear. 

Assuming that attitudes do change to other people’s deafness, or to their risk of 
becoming deaf, is there likely to be a corresponding change in the strategy against it? 
This leads to other questions. And finding answers to them is our responsibility. 

We need to look again at the easy assumption that we already have within our grasp 
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the means—technical, financial or other—to overcome deafness. We say so because 
the principal means do not seem to be either technology or finance, though both have a 
supportive role. 

Consider, for example, the case of hearing aids. They may be as good as their literal 
meaning. Their price may be brought closer down to the cost of production, through 
compassionate public policy. People may quickly acquire the confidence to repair them 
at home. They may even be manufactured locally. And the hearing-impaired child may 
be imparted the appropriate training in its use. Assuming that all this is as surely done 
as said, do we look forward to the day when hearing aids are as omnipresent as 
spectacles today? We should think that success against deafness should be measured 
not by the number of mechanical, specialized and institutional facilities each country 
has, but by the number it can do without. If we agree upon this criterion, we may see a 
way to a solution, ahead of the time it takes to outgrow present poverty. The problems 
of the poor may not be solved by the solutions of the rich. 

In any response to childhood disability, we of UNICEF would like to emphasize 
more on information, understanding, confidence and capability of people in the family 
and the local community, than on institutions, expertise, supplies and funds extended 
from outside the community. While it is legitimate to change our own attitudes and 
behaviour, it would be presumptuous for us to believe that we could condition people’s 
minds according to our perceptions and priorities. Rather, the community-based 
approach, which UNICEF advocates and supports, tries to help people themselves 
analyse and change the situation that surrounds them. In this sense, the community, 
and we, have to look beyond preventive as well as curative medicine, and work also to 
change other factors adverse to health. 

We are not suggesting that governments, in the ministries of health or other 
functional specialisms, have an insignificant role in promoting health, but we would 
propose that their role should subserve a “‘people-centred” approach that enables 
villagers and urban low-income groups to gain control of their own health and lives. 
Whatever strategies we may discuss and decide, they must assist in reducing the 
dependency and releasing the initiative of the community for finding local, practical, 
affordable solutions in tune with its physical and cultural environment. There are 
current examples in many countries how this may be achieved in a spirit of collective 
self-reliance. We need to look at and learn from them. 

We believe we should apply the community-based approach to the threat of early 
deafness, We could consider possibilities such as the following. 4 

An educational corrective to common, harmful practices: For example, deafness in 
Burma may be related to excessive, improper blowing of the nose. That in Nepal and 
India may have something to do with the custom of pouring oil, sometimes warmed-up 
oil, to soothe aches in the ear. More familiar is the insertion of a foreign object, a likely 
conveyer of infection, into the ear canal. Both mass media and person-to-person 
educational approaches could be employed to confront such harmful practices. 

Early and systematic hearing screening of infants and young children; and support- 
ive guidance, again early enough, to the family: This could find an entry in the ‘growth 
chart’. The care of the ear must be part of the training of the community health worker 
and a focal point of the health education of people, especially of mothers. Very little of 
this is happening as far as we know. Simple hearing tests can be done by whispering 
sounds or clicking coins and this does not involve sophisticated equipment or large 
investment. jae. 

A paraprofessional facility can be built into the school system to detect incipient 
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impairment at the point of entry and annual intervals. There are instances of schools 
and pre-school groups achieving this aim on a child-to-child level through common 
games. Indeed, a sensitive teacher needs little motivation to identify children at risk. 
Once identified, the teacher could help the impaired child to conquer his diffidence— 
by seating the child closer and speaking louder, for example. 

Moreover, could we think of the potential of school children themselves in relation 
to early detection within their families? A simple, inexpensive orientation toward the 
problem could mobilize a large force, provide quick results and give practitioners more 
information more quickly than is usual. 

Infection during pregnancy, defects of the ear, nose or throat and low birth weight 
are among the signals that a child may be at risk of a hearing impairment. Mothers 
must be alerted to these warnings on a continuing basis. But we must not assume that 
the only channel for that is the health services, since not all mothers and fathers are in 
touch with those services. We must expand our thinking in this regard. 

Of the millions of deaf adults, probably the majority are illiterate. The few who have 
learned to read and write are in danger of losing their skills from inadequate 
communication with the rest of the world. It becomes doubly important that a child 
with hearing impairment is helped to become and stay literate. We need not go into the 
specific reasons why schools for the deaf are generally depressing institutions; but the 
learning process should begin at home and in the community—whatever the method: 
speech-reading, auditory training, sign language, finger spelling. 

We are conscious that hearing is affected by a whole range of factors from dietary 
pattern at one end to noise level at the other. It is our conviction that primary 
prevention of deafness is the most cost-effective method available. In fact, in some 
instances, it is the only way to save hearing. Iodine supplementation programmes to 
prevent cretinism and deaf-mutism, and improved delivery practices to prevent 
deafness that results from insufficient oxygen during birth are preventive approaches 
that need to be pursued more vigorously since medical or surgical treatment of these 
forms of deafness is of little or no avail. The aim in reminding ourselves of known but 
unexplored avenues of action, is to point to the present lack in most places of any 
serious or large-scale programme to save children from hearing impairments. 

It is time that we began to bring to the village and slum community a productive 
combination of social concern, traditional skills, modern science and a willingness to 
learn and to serve. When we say that this approach is an article of faith with UNICEF, 
we are not making any claim on its behalf. Rather, in facing the challenge of deafness, 
we would like to pull together with sister organizations like WHO and UNESCO and 
ILO and in cooperation with each government. But we would also suggest that we 
recognize the relevance and potential of the work that small voluntary groups and 
exceptional individuals are doing in many parts of the world. We would’ invite 
attention to a few of the lessons of their success, which may be limited in extent, but are 
significant in quality. 

— Prevention of disability can be sustained only as part of the development process: 

~ Social preparation in terms of awareness, attitude and behaviour precedes—must 
precede—endogenous development and social well-being. 4 

— No single group ina community brings about overall development. The majority, if 
not all its members, have to be brought to share the vision and the participative 
process. 

Deafness is not an isolated problem susceptible to uni-sectoral solutions. Nor are the 
deaf a category apart from us. 
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We have set for ourselves the challenging task of shaping a workable strategy for 
deafness prevention and control among children in the region. We hope the 
conclusions will not be so comprehensive as to slow down consequent action, nor too 
high-level for people to grasp and apply. 


9.9 Making primary health care work 


T is good to be here in Bangladesh, so rich in natural and human re- 

sources, yet carrying a large legacy of health-related human problems, What is 
heartening is that some of the better examples of community-oriented, health-based, 
socio-economic development have come from the people of this country. 

Two trends: As we look at the task before us, in this part of the world, two trends 
come to mind: 

First, there has been a marginal improvement in terms of infant deaths, birth rates, 
longevity and the incidence of some diseases. But the status of health, and the 
consequent productivity of the poor majority, have not altered much. And, if we look 
into particular sections of people or sectors of endeavour, the standards of health, and 
the dimensions of ill-health, appear rather appalling. 

And second, subsequent to the acceptance by most governments of the world—and 
all of them in this Region—of the concept of primary health care, the scope for 
translating it into action and achievement has steadily unfolded, within and beyond the 
health sector. Today, we have to grasp this opportunity decisively, for the proof of 
primary health care is in the practice. 

Governments, WHO and UNICEF worked hard and together, preparatory to Alma 
Ata. Itis a different kind of task that awaits us now—to assist governments and people 
in identifying the elements and implications of primary health care, against national 
and local contexts; in helping to reshape national health, and related policies, practices, 
attitudes and institutions. It is against this background that we would like to make a 
few comments and some suggestions: y 

As people most in need of health do not appear to be getting it, we could disaggregate 
them, within national communities, for discriminatory priority attention. Among 
them, the focus should be on the child, the younger the greater the priority. For this to 
happen the support ought to be at the level of the mother and the family. So, we suggest 
that areas be identified and services organized with this focus as part of national 
policies and programmes. UNICEF would be prepared to do its utmost in making 
them operational. i 

As primary health care is not an aim that can be confined to the health sector, its 
success would depend crucially on the forging, and the strength, of the linkages 
between various sectors. It cannot be promoted alone through vertical or sectoral 
thrusts—for, they will not reach far enough and will also bypass many factors that 
influence health. We of UNICEF are convinced that linking up basic services for 
deprived communities should be a matter of deliberate policy and pursuit, should aim 
at simultaneous convergence, and increasing involvement and assumption of responsi- 
bility by the people for whom the services are intended. We also believe that this 
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approach is in keeping with the concept of primary health care. The practical 
experience of UNICEF, gathered over three decades and many countries, is as avail- 
able as needed. 

Points of departure: We can agree that primary health care is widely different in its 
philosophy as well as operational implications, from conventional medical care which 
today dominates the health sector—in education, training, funding, treatment and 
research. The current trends in favour of curative services, permanent cadres, and 
building construction are the surest way to create a demand for more and more of 
them. This imbalance needs to be corrected before primary health care can advance. 
Luckily a section of the medical profession itself sees this point and is prepared to 
put its weight on the preventive side. They need to be encouraged. And this human 
quality has to be fostered in entrants to the profession through motivational tests 
and training. 

Finally, much more needs to be done, and done faster, for every village and shanty 
town to have enough community health workers, who are of the community and have 
the necessary knowledge and training. It has been proved that this is not an insuperable 
challenge. UNICEF believes that it can be of some assistance in this as well. 

None of the points we have noted is new. But all of them bear repetition. If we— 
governments, WHO, UNICEF and all others concerned—accept and act on them, we 
believe the specific issues that figure on our agenda would be easier solved: 

Some possibilities: For example, we could move faster with implementing the 
International Code of Marketing of Breastmilk Substitutes—through legislative and 
promotional action. The pace on either front is not fast enough. Indeed the pace at 
which even poor mothers in urban areas give up breastfeeding at the slightest 
prompting or excuse is disturbing. More and more mothers are reporting lactation 
failure, as revealed in a recent study in one large country. Even today, we continue to 
equip maternity wards that separate the newborn from the mother and thereby inhibit 
breastfeeding. We help to train doctors who give prescriptions and promote hospital 
practices harmful to breastfeeding. Our policies need to be reviewed and rectified in 
their operational implications. Our programmes should be reviewed and reshaped in 
support of the Code. 

Similarly, the reservations and obstacles in the way of a suitable code— 
international and national—to govern the marketing of drugs could be removed, once 
the emphasis shifts from curative to preventive measures. 

Consider, the problem of leprosy control. It need not await the discovery and 
application of a vaccine. A community approach to leprosy care, and prevention has 
been proved to be successful in many countries of this Region. This is entirely in 
keeping with the principles of primary health care. 

Again, the joint WHO-UNICEF five year programme, for improvement of 
nutrition is an attempt to strengthen the nutritional aspects of primary health care. 
Insofar as national structures permit this approach, it could be tried among needier 
sections in more and more countries. 

Also, consider the case of progress towards the decadal goals for drinking water 
supply and sanitation. Their attainment is critical for primary health care. But the 
progress towards physical targets is slow—one apparent reason being the ‘resource 
gap.’ But assuming that the facilities are set up, how would we guarantee their use, and 
maintenance by those most in need of them? So we come back to the need for 
decentralized, community-based solutions—which incidentally could also reduce the 
need for monetary inputs not only from “outside.” 
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We would venture to suggest that much of the currently unyielding ground— 
blindness prevention, diarrhoea control, iron-fortifying and iodizing common salt, 
disability prevention—would become manageable, once the effort fits into a 
dynamic, intersectoral interpretation and practice of primary health care. This is a 
matter of coordinated action at the national level between the arms of government 
responsible for human resource development. UNICEF, for its part, stands ready 
to support health for all and health services by all through primary health care 
approaches. 


9.10 Learning for health care 


Tia UNICEF approach to health education has always been that of a 
learner—learning more from people and their experience than from specialized 
professionals and publications. We welcome the recent realization that much of the 
prevailing systems of health education has become obsolete with the coming of the 
concept of primary health care. We also feel encouraged by the increasing emphasis. 
~ on health care at the level of the family; 
— on the role of the mother as the main means of health education and practice; and 
— on the wellbeing of the child as the surest way to a healthy society. 

The family is the first defence, as well as the chief reliance, for a child’s wellbeing. 

Educating the educators: One of the features of the post-Alma Ata phase of health 
promotion is that the concept of primary health care is, by itself, unable to respond to 
the problem of massive ill-health. How do we spread first its understanding and then its 
practice? What is the evidence that could convince the majority that the concept would 
work? What are the conditions needed for its success? Above all, how do we persuade 
health professionals, who are trained in and wedded to conventional medical care to 
give a hand to health by the people, to what has come to be called self-care. In our 
perception, the challenge of health education lies, not in the learning process for the 
generality of the people, but in educating the educators. It is inevitable that people, in 
their families and communities, would find their own answers to their health problems. 
We, health and development promoters, have to learn how not to hinder that process, 
but rather to, help to hasten it. 

It has been found that as private practitioners of modern medicine reluctantly 
overflow from cities into villages, the cost to the villager is higher by about ten times for 
the health-related jobs which the local people could do themselves. What this means is 
that those who need the services and those who provide them should be close to one 
another, when not the same. To meet this criterion, we cannot think of a better social 
institution than the family, especially against an Asian back-drop where family ties 
are strong and family norms are respected. This, in our view, is a very hopeful 
factor. 

Division of labour: Before we touch on the number of ways a low-income family can 
promote its health, we would venture to commend a broad division of labour— 
between the medical profession and the drug industry on the one hand and the 
community health worker and the family on the other. When illness comes we shall 


240 The Child in South Asia 


depend on the former, and we shall rely on the latter to see that illness rarely comes. 
And the thrust of health education should be to support the latter. 

There is a range of steps even a poor family can take, to prevent slipping into illness— 
provided a small measure of external help, by way of community service, is made 
available: like expectant mothers taking iron and folic acid; children getting 
immunized; chlorination of drinking water wells, spraying of insecticides; administer- 
ing simple remedies for minor, essentially self-limiting ailments like coughs and colds, 
stomach upsets and small injuries. It is not necessary that the remedies should be patent 
medicines. Appropriate answers, local and low-cost, generally exist. What is needed is 
some initial assistance from a trained health worker, preferably a volunteer from the 
community with whom one has mutual bonds of friendly trust that rise above attitudes 
associated with wage employment. When we discuss health education for the family, 
we are talking in fact about finding the right kind of health workers and of so 
upgrading their competence that people have confidence in them and share their health 
problems with them. There are pockets in South Asia, as elsewhere, where this stage of 
awareness and assistance for self-care has been reached. But the task remains, in the 
main, unfulfilled. The aim of health education ought to be to assist people in poverty to 
achieve what they themselves could, and to demand of public authorities what is 
beyond their capacity to do. 

On many fronts: The scope of health education surely extends beyond the 
conventional health sector. Health depends on having enough to eat. And the access to 
food is related to purchasing power, to the use made of the family’s work potential. It 
is the understanding of UNICEF, born of our field experience, that the conditions of 
severe economic inequality and social discrimination on the one hand, and of lack of 
relevant information, knowledge of its usefulness and confidence to put it to use on the 
other hand, feed on each other. We would therefore propose these two aspects being 
tackled together—education for nutritional wellbeing, and measures to increase the 
productivity of the poor. Income-generation by women for part of the day, backyard 
vegetable growing to augment family consumption—these have worked among poor 
communities with limited assets. Side by side, whatever the consumption level of the 
family, it is important to prevent any deplection of the available nutrition, through 
worms, infection, through avoidable dietary imbalance from social custom, habitual 
neglect or sheer ignorance. For this approach to nutritional education (and action), 
literacy is helpful but nor a precondition. 

UNICEF shares with WHO the belief that improved infant feeding practices should 
form the core of health education. This concern is central in that it relates to the future 
generation, through the stages of maternal nutrition before and during pregnancies, 
breastfeeding, food supplementation and onward to the regular family diet. It is a 
function of health education to face up to the aggressive promotional policy of infant 
food and weaning food processers. They are creating a demand where there was none, 
people are being sold ideas damaging to their life and tradition. 

In the same category comes informational support for proper child-bearing and 
child rearing practices. The prevailing ignorance is unmeasuted. Our response should 
be to get the right message across through someone emotionally close to the village 
mother, in her family or neighbourhood. 

A materially poor family can achieve the minimum essential level of health-giving 
cleanliness—ahead of piped water supply, sewerage systems and environmental 
engineering. To help in this is a function of health education —provided that too does 
not take on the attributes of a high-cost, town-based commodity peddled by 
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professional salesmen with little identity with village people. 

What typically happens in a context like this is that false expectations are roused, 
their fulfilment recedes as costs escalate inexorably, and the rural majority misses the 
chance to find solutions appropriate to their needs and resources. The conscious 
curbing of an imitational culture—the parody of values and designs imported from 
foreign climates via the city—should, we believe, be a priority in health education. 

Not by money alone: An increasing use of non-monetary resources, and specially of 
human energy and ingenuity should, in our opinion, be the foundation for a new 
approach to education for primary health care. Low-cost aids to prevent and treat 
physical handicaps—involving local materials, artisan skills, the handicapped them- 
selves and their families, in their production, use, evaluation and improvement— 
provide an example of demonstrated merit in this direction. 

The ethos of health education should be emphatically preventive—in keeping with 
the concept of primary health care. Prevention in a radical sense, of illness, of cost, of 
loss of time, of external dependency. In this category come the care of the eye; early 
detection of, and response to, deafness; prevention of iron and iodine deficiency; 
check-up against leprosy or other disease—all of which early enough in childhood 
when success is possible. The methods and techniques of prevention have to be made 
progressively simpler and cheaper. 

Towards change: Of learning materials and ideas for a new and relevant kind of 
health education, a substantial volume of them has emerged from practical experience in 
many countries. What is needed is to share them widely enough to obtain critical 
assessments before they can be adapted, refined and tested for use in particular socio- 
cultural environments. 

Two complementary approaches to disseminating the messages could be tried: 

- First, by word of mouth and practical demonstration, by well-motivated, properly 
trained community workers trusted by the family; and 

~ Second, through every possible public media: radio, press, television and folk 
media. Here again, there have been innovative professional examples of effective 
communication for health and allied education. It is crucial that the messages are 
simple, appropriate and down-to-earth, and not a costly indulgence for urban 
communicators out of touch with the rural reality. 

It is not necessary for us to invent these messages. We have only to discover them 
Many of them lie embedded in the customs of the community that might have 
been distorted or in disuse. Others would involve some change or refinement to 
traditional beliefs. A sanction for the change would be that change itself is a custom, 
a law of life. 

Finally, a word of caution. Health education is intended to enhance the level of 
awareness and thereby bring about a change in the behaviour of the individual for the 
protection and promotion of his health and wellbeing. But there are limits to what can 
be achieved by the individual or family ina situation of deprivation. For example, if the 
food distribution breaks down, or if the water system is inferior, the consequent health 
problems might not be answered by education. Fundamental changes would be needed 
to modify the behaviour of the social system. There is however no rift between 
education for self-reliant health care and attempts to transform structures of injustice. 
Indeed the awareness and the struggle reinforce each other, provided the educational 
content is designed with this possibility in view. 

Itis an article of faith with UNICEF that the poor can act here and now; and if we let 
them succeed, a public health revolution will have happened. In this perspective, 
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UNICEF is more than willing to work along with governments and WHO to reshape 
obsolete patterns of health education with a new content and a fresh purpose. 


9.11 A common cause 


NICEF welcomes every opportunity to deepen collaboration with WHO in 

the pursuit of our common aims for the same national communities. At no time 
has the need for such coming together been felt more intensely than at present. The 
scope for it has been discussed before, established firmly and demonstrated clearly. 
Jointly we have helped governments to set up global goals for people’s wellbeing. We 
have worked together with governments to define the conceptual approaches towards 
these ambitions. We have now to strive in particular contexts, and along with the 
concerned government, to make progress on the ground—in primary health care, in 
promoting proper infant feeding practices, in preventing and controlling diseases of 
one kind or another and in ensuring for deprived people their simple needs like clean 
water and a safe environment. Our pace remains slow, the road is rough and there are 
no short cuts. 

This is the social perspective in which we would like to make a few suggestions for 
action. These relate broadly to: 

— some practical implications of our agreed concepts; 

— the priorities determined by the situation, and our approach; 

— the optimal use of the resources at our command; and 

— the methods and mechanisms of our working. 

Reshaping policy and practice: The main implication of primary health care is, in our 
view, a radical reshaping of national health and related policies, attitudes, practices 
and institutions. Even the evolution of appropriate national health policies is taking 
time. We believe that the new policy has to so permeate education, training, funding, 
management and research as to shift the main focus from drugs and doctors to 
informed practice by the people for health promotion and disease prevention. Which 
means, we have to go into each of these areas critically and come up in time with viable 
proposals for change. We feel confident that there will be more support than resistance 
if we make a joint approach to governments in each national context. e 

Another implication of primary health care is that we need to initiate action, again 
jointly, to look beyond the health sector and stimulate supportive linkages in other 
fields, like nutrition and agricultural planning, water supply and sanitation, education 
and communication; and comprehensive socio-economic development of compact areas 
with priority to the most backward populations. UNICEF is already involved in these 
fields, sometimes in modest ways. In each of these, the concept of primary health care 1s 
an inseparable component. We would invite WHO, at the country level, to support and 
enrich these directions of national endeavour, in whatever ways it can. 

We would like, at this stage, to reiterate our known position about the priorities that 
should, with practical advantage, govern our concerns in health care. We are aware 
that WHO is in full agreement with UNICEF in our emphasis on: 

— health care at the level of the family; 
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— the role of the mother as the main promoter of health practices; and 
— the wellbeing of the child as the surest way to a healthy society. 

The important question is whether, having agreed on the priorities, we are able to 
promote them. We feel that together, WHO and UNICEF can and must subject our 
own policies and practices to the test of these criteria. 

A word about resources—of many kinds. Considering the unmet needs of nations 
burdened with a large legacy of health-related human problems, the sparable resources 
at the disposal of WHO or UNICEF are meagre. However, the lesson in synergism 
which we of UNICEF learn every day in the field should be true, if we join forces. 
Health care for the majority is a task vaster and tougher than any we have achieved or 
attempted, Surely, together we stand a better chance than separately. Our capabilities 
are not the same but, interestingly, they are complementary. If our perceptions differ in 
detail, we can use these very differences to deepen our understanding and strengthen 
our will by mutual support in a common cause. 

Methods and mechanisms: This brings us to some possibilities in reforming some of 
the working methods and mechanisms that our organizations employ today. We 
would invite you to consider a few suggestions: 

— Would it be feasible to place our country programmes side by side to determine 
areas of overlapping or converging interest? 

~ If this be possible, we could arrive at an understanding on dovetailing particular 
programmes, or projects, right from advocacy and inception through the stages of 
planning, staffing, funding, and implementing. If this exercise is guided by mutual- 
ity, especially of finance, and technical support, it should, in our opinion, make 
for greater impact, efficiency and economy. 

— From this stage, we could take up, jointly with the concerned government, the aims 
and means of each programme—enhancing the chances of its success. 

— This could be followed up with periodic reviews, at the country and regional levels, 
of both budget and performance. 

We have made these suggestions earlier, but we make them again as their need has 
become more imperative today. 

Some examples will illustrate our task in relation to the International Code of 
Marketing of Breastmilk Substitutes is essentially one of result-oriented advocacy. In 
this direction, we have not achieved much in terms of national legislation, regulation, 
protection of traditional breastfeeding practices or promotion of appropriate, local, 
low-cost weaning foods. Nor have we been able to make a dent on hospital practices, 
training procedures and funding policies blatantly violative of the letter and spirit of 
the Code. 

We have talked for some years now about a marketing code for drugs. It will be good 
if an international code comes and comes quickly. But individual governments do not 
have to wait, as some have shown. Our own task, in sharing information and in 
supporting initiatives, is fairly clear. Only we have to get down to it as a committed 
team. 

We have already accepted, together with others, the formidable decadal goals for 
water supply and sanitation. If we tread the traditional path in favour of large scale 
projects, drawn up by sophisticated technocrats and executed by city-based con- 
tractors, we—governments, UNDP, WHO, UNICEF—would not save ourselves 
from a chronic resource gap, which we are already faced with. Demonstrated 
alternatives are available if we have the mind to grasp them. t: 

Finally, there is the whole range of preventable conditions—from anaemia and 
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dehydration to various childhood diseases, goitre and leprosy. A joint stand, not to 
speak of combined action, against these, is taking undue time. There is little likelihood 
that we could help overcome them in our time—unless we faithfully follow the main 
principles of primary health care: multisectoral approach, community involvement 
and relevant technology. 


9.12 Disability and development 


WE would begin by recalling some old lessons on human disability which 
we had occasion to re-learn in the first two years of this decade. This discussion 
reflects a needed attempt to extend the learning process beyond professional and 
largely urban confines to where it hurts, to the level of the people. 

The myth that attention to the disabled must await a certain degree of overall 
development has been exploded. Even if we ignore the human aspect and assess the 
situation in purely economic terms, the cost to the community (or country) of doing 
nothing about disability of many kinds (and from many causes) is much more than the 
cost of doing something effective about it. Action for development cannot be divorced 
from action against disability. 

Question of costs: Luckily, the very question of costs in relation to the magnitude of 
the problem has forced all of us to rethink what can be done about disability in a 
context of low incomes. The per capita cost of institutional facilities for treatment, 
education and rehabilitative care is so high that even with an enlightened and effective 
public policy, only a few could be helped. And counting only children there are an 
estimated 150 million in the world, four-fifths of them of poor parents, afflicted by 
disability of one kind or another. This is the imperative in shifting the emphasis of 
policy and action from institution to family, from professionals to community 
workers, from sophisticated techniques to local, low-cost methods. This shift, if 
accepted, would make development promoters and disability preventers see things not 
from their viewpoint, but from the perception and perspective of those in need. 

Learning from experience: Before we come to where this logic would take us in the 
field of disability, we must ask and answer the question whether simple, community- 
based solutions actually work in cases of blindness and deafness, physical handicaps, 
mental retardation and social disability. If we are open to learn from experience in 
various parts of the world and in different pockets of our region, the answer is an 
emphatic “yes.” 

There are examples, in impoverished societies, of the disabled themselves turning out 
to be outstanding community health workers for rehabilitating the disabled. They 
function, not in isolation, but as members of a well-coordinated team. By virtue of their 
empathy, concern, compassion and appreciation of those marginalised by disability 
and poverty, their own “weakness” becomes a strength in their health work. They 
would see a physically handicapped child not as an orthopaedic problem needing 
hospitalization or surgery but primarily as a matter of counselling and confidence 
building, informing parents on what is best for the child and advising them against 
over-protection, of helping the child, despite his disability, to mix freely and play with 

other children and go to the same school with them. 
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In a complementary move, new ideas are unfolding, again drawing freely on 
traditional wisdom, of physical and learning aids for the handicapped, which provide 
simple, inexpensive, yet technically sound answers to their problems. Most of us are 
familiar at least with some of them. All this has happened with salutary result in 
communities whenever sensitive social workers have helped to trigger the process of 
releasing the initiative of people including the disabled among them. The challenge 
facing us is to gather these isolated experiences, to spread the hopeful message and to so 
influence public policy as to generate nothing short of an intercountry movement 
against disability, with a central role for the disabled themselves. 

Where does professional help come in? Obviously scientific principles in therapy, 
designing, engineering, counselling, communication and social relations play their 
part. The task then is to fashion an amalgam of scientific knowledge and practical 
experience in a framework of faith in humanity. Such a combination would be the 
source of training skills for community workers active against disability. 

Let us be clear about one thing—again borne by experience. The struggle against 
disability needs in its support professional expertise, including surgery and hospitals. 
But there have been cases of disability given up by professionals but successfully taken 
up by community workers. This is a matter less of money or material resources than of 
understanding and commitment. 

There is a perception born of our own experience in UNICEF —namely the primacy 
of prevention. The war against disability is likely to be lost if the preventive dimension 
is under-emphasized or deferred. There are more people threatened by disability than 
victims of it. True compassion senses the shadow of the coming event as much as it 
reaches out to current despair. For those with a practical bent of mind the economic 
argument should appeal—that prevention is infinitely cheaper than rehabilitation for 
which there is likely to be an escalating demand of financial resources, if the incidence 
of disability is not stemmed at source. 

UNICEF considers any dichotomy between rehabilitation and prevention as 
fundamentally false. Cause and consequence are not always or fully separable. Indeed, 
it would be useful to see rehabilitation itself as preventive of one or more of the 
consequences of disability. For that reason UNICEF would strongly support an 
approach that links rehabilitation in an organic way with prevention. We believe once 
the field of rehabilitation is entered, and community workers are sufficiently sensitized, 
the concern for prevention becomes credible and advance in prevention is easier. Here 
again, there are encouraging examples deserving study and emulation. 

It is the understanding of UNICEF—traceable to over two decades ago when the 
Rights of the Child were enunciated by the UN General Assembly —that prevention of 
disability is as much a matter of human right as the right to rehabilitation is for the 
disabled. We need not labour this point, as the logic is clear. 

Certain priorities emerge and these are basic to UNICEF thinking. This inter-related 
cluster of priorities consists of prevention, early detection and a basis in the community. 
This implies reliance more on the family than on institutions; reliance as much on non- 
governmental agencies actually involved in making the services accessible as on 
government authorities who make them available. a 

In pursuit of these aims, wein UNICEF have framed some guidelines for association 
with voluntary organizations, in keeping with our cooperation with the government. 
Presently we are active, within the means at our disposal, in fostering such partnership. 
We are also trying to bring closer together the elements of prevention, early detection 
and people’s direct involvement in both. We hope to go further and build this approach 
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against disability into ongoing and expanding programmes. What sustains us in this 
hopeful thrust is the fact that the community-based preventive approach to disability is 
in perfect harmony with the concepts of the basic services strategy and primary health 
care by which UNICEF and WHO live. 

The link between disability and poverty is well-known. We may not break it but we 
can weaken it by strengthening the capacity of people with low incomes to understand 
disability, to abate its consequences and to avoid its causes. If we believe in this 
possibility, we are likely to achieve results, ahead of overcoming poverty itself. 

Facing reality: Having said this, we must touch on a couple of critical problems 
which come up time and again: 

— We deal with persons and organizations who are not always geared optimally to 
discharging their conventional functions. How do we enhance their capability to try 
out unconventional approaches? By disseminating information on successful effort 
anywhere, by encouraging action-research, by promoting practical training, by 
sustained exposure to real-life situations and role models? 

~ When approaches coexist with equal or concurrent emphasis, it is likely that 
entrenched interests subsume unfolding ideas—perpetuating present imbalance. 
How do we then expect to correct it? 

~ As we all know good examples exist here and there. How do we clone them?—not 
merely to increase their number but to gather their momentum to scale up lively 
projects into viable programmes? 

~ And finally, what may be the best means of sharing with the people knowledge and 
skills that are now the preserve of the few. Ideas are one step removed from action 
but too often—a long step. In what ways can we face this challenge to 
communication? 

We noted prevention, early detection and community action as basis for a policy 
against disability. The test of our effectiveness will be how we relate these aims 
practically to situations crying for action. For example, child immunization can, as we 
know, prevent half a dozen diseases which kill five million children a year and disable 
probably more. So we find that the neglected task of organizing the community to be 
ready and eager—even to create a demand—for immunization is as important as the 
technology for immunization. 

The simple procedure of iodizing common salt can prevent goitre from which 40 
million people suffer in India alone. It has been found that two per cent of the children 
born in severely endemic areas are thyroid deficient at birth due to iodine deficiency 
and may become cretins for life. Clearly the answer to this health problem lies 
outside the health system and once again in social organization and efficient manage- 
ment. 

Community resources: Similarly, it would be idle to talk about early detection unless 
there is the imagination and capacity to press into its service the resources of the 
community. For instance one of the simplest ways of detecting incipient hearing and 
sight problems of children would be to encourage school children to do so in ways they 
easily can. There is experience in this to draw upon and the effort needs to be mobilized 
at each school and very soon. 

Another under-used resource for social development is the mass media which are 
hardly involved today in the battle against disability. If we develop the right messages 
and beam them on the right audiences, the use of modern media would be uniquely 
cost-effective. 

As we know, disability may not always be a health problem and calls for action on 
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many fronts—accidents on the road and from kitchen fire, for example. If periodic 
statistics are a guide, we are not doing enough even when we are aware and active. The 
community is likely to respond and workers will be found from among them, once the 
trainers train and educators educate themselves. 


9.13 Social priority for diarrhoea management 


HE UNICEF mandate on behalf of the world’s children is a positive commitment 

to promote their many-sided development. Naturally our priority is children from 
poor families. And it is for them that we have tried to encourage basic services for 
learning, nutrition, health and the environment. But repeatedly we come up against 
the incapacity of impoverished children to absorb or retain available nourishment 
for their body or mind. And one of the major causes of this quandary is the 
daily and widespread incidence, neglect and mismanagement of common childhood 
diarrhoea. 

We would like to share some of our anxieties and ambitions in diarrhoea 
management. We feel rather strongly that 1400 million episodes each year of young- 
child diarrhoea and 5 million consequent deaths in the developing countries call for an 
equally massive response. As conditions and styles of living differ, often widely, we are 
inclined to believe in allowing room for a variety of responses, rather than to rely on 
one standard answer. As WHO and others inform us, there are a number of sound 
popular practices. These are presently underused or neglected. We would welcome 
service-oriented research into traditional and modern remedies for dehydration and 
diarrhoeal infection, but we feel that the effort to stem the tide need not wait any 
longer. Enough is known to mount the attack, if we will. 

In this approach we believe that material resources are available to complement the 
existing level of knowledge which seems adequate to meet our main purpose. What is 
now needed is not so much more money and manpower—though more of each is 
welcome—but a redeployment of resources of all kinds and a reordering of our 
priorities in diarrhoea management. 

Two-track approach: Many of the thrusts of UNICEF—improved infant feeding 
practices; basic nutrition through the capacity to grow or buy the right kind of food; 
safe drinking water, environmental sanitation; education and personal hygiene and 
health; universal child immunization, including measles which aggravates diarrhoea— 
have much in common with the goals of this meeting. UNICEF has tried over the 
years, and continues to try in many countries, to hasten results in these areas 
approximating to levels achieved by the industrialized countries. We do so because we 
are convinced that the aim is feasible, especially if we bring these programmes 
simultaneously to serve the same children and families. But for a number of reasons, 
success has been slow in coming. Which means that preventing diarrhoea in the 
measurable future may not be easy. So, while we must keep trying to prevent diarrhoea 
through better ways and conditions of living, we have also to strive, rather urgently, to 
abate the consequences of diarrhoea by preventing dehydration and by correcting 
it at the very first stage of its occurrence. This is the context in which we are moved 
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to put current emphasis on diarrhoea management rather than on diarrhoea 
prevention. 

Before we share some of our perceptions on programming for diarrhoea manage- 
ment, we would like to stress the paramount need to consider it as a high priority, in 
view of at least three factors, namely: 

— the extent and severity of diarrhoea as revealed by recent investigations and 

analysis; 

— the growing dissatisfaction about the slow pace of diarrhoea control through 

conventional means; and 

— the scientific acceptance of the oral rehydration technology to prevent severe 

dehydration and death. 

In view of the literature available on these points we need not dwell upon them here; 
nor for that matter on the social consequences of childhood diarrhoea like: 

— retarded growth; 

— missed learning opportunity; 

— weakened nutritional status; 

— load on health delivery systems and budgets; 

— disincentive to limiting family size; 

— lowered quality of life; 

— premature loss of young lives. 

Time to act: We would rather touch on some practical steps to mobilize support and 
action for diarrhoea management. 

Our aim should be to enable the mother, in village or slum, to manage diarrhoea in 
the home and within the resources available in the family. Our understanding is that 
the home-made mixture of water, sugar and salt makes this aim entirely feasible. In the 
particular context in which we are discussing the problems of dehydration, we believe 
that the home brew is as relevant as the ORS packet. This judgement is based as much 
on scientific evidence as on demonstrated capability of illiterate mothers in im- 
poverished communities. It is possible for them to procure the sugar and the salt (if 
they do not have them at home); to prepare the solution in the right proportions within 
a safe margin of error; to give the solution to the affected child; and thereby to prevent 
(or reduce) the severity of dehydration. We have been exposed to experiences that are 
extremely promising, not only about the use of the sugar and salt solution but also 
about the effectiveness of other inexpensive and easily available fluids like rice water 
and coconut water. The antidiarrhoeal effect of glycine (which is available in some 
common foods) has also been demonstrated by research in India. So, we have a number 
of options available at the level of the family to combat dehydration. 

Diarrhoeal dehydration is easy to manage, in the sense that there are few fatal 
diseases that can be contained by such simple means. Perhaps the answer is so 
elementary that it takes an effort on the part of a professional to be impressed by it. 
Which suggests that almost the first task in promoting diarrhoea management at home 
isto win over health professionals to its side. The situation is perhaps not as hopeless as 
it may seem. For, to my knowledge, several distinguished medical scientists and 
practitioners are giving a lead in this direction. Self-care is uniquely and dramatically 
possible in diarrhoea management, which should therefore become a central 
component of primary health care—on practical as well as conceptual grounds. 

Ways to proceed: What is possible does not always happen. In spite of the growing 
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awareness about the high incidence of diarrhoea and its unacceptable consequences, 
strangely little is done about applying oral rehydration on a scale commensurate with 
the problem. Quite apart from the physical, motivational and budgetary limitations of 
conventional health care systems, we come up also against the reluctance (or 
resistance) of the mother to feed her child during a spell of diarrhoea. At the level of her 
understanding the mother has her very plausible reasons for the denial of food and , 
fluid to her child. If the child dies even as she waits for diarrhoea to stop, she remains 
unaware of cause and effect. 

This brings us to the need for enhanced awareness in mothers of what can be done by 
them at the place and time diarrhoea strikes. If we are to succeed here, the awareness 
must be shared, beyond mothers, by society as a whole, including its influential groups. 
A good test of such awareness might be whether the non-poor would resort to home 
management of diarrhoea, rather than rush for often unnecessary antibiotics and the 
intravenous drip. 

Diarrhoea management needs, of course, a foundation in medical science. But it 
takes more than that to succeed. It calls for education of the mother which is possible 
only through appropriate communication. But before we try to transmit messages to 
the mother, we must learn to listen to her explanation of her own beliefs and perceptions. 
We need first to observe how the mother behaves when diarrhoea strikes her child. We 
need to understand why she behaves the way she does. Generally her behaviour is 
determined by the culture of which she is a part. The appropriate behaviour has to be 
woven into this cultural fabric as a fresh and valued part of it. That way behaviour 
change has a chance to happen and once it happens, a chance to endure, 

Behaviour change is not easy to bring about. That is where social organization 
through individual and team effort comes in. Person to person contact, household by 
household, may be necessary in each village or slum community. Simultaneously, 
messages need to be beamed, through all possible media, both public and private, ina 
manner and with a content that are appropriate to particular audiences. The 
economics of such effort would become obvious once we compare its modest cost with 
the cost of not doing anything about it—a cost that is incalculable in human and 
developmental terms. 

In advocating oral rehydration prepared and given in the home UNICEF remains 
faithful to the preventive approach to dehydration. The superior quality of the ORS 
packet becomes relevant only in the case of moderate or severe dehydration. But the 
home-made fluid is appropriate to prevent dehydration and to correct the milder forms 
of it, Once attention is promptly given, there is a fair chance of avoiding dehydration 
levels that require prepacked ORS or intravenous fluids, Research—again emanating 
from India—seems to show that 90 per cent of all diarrhoea episodes can be 
satisfactorily managed this way. 

UNICEF sees the challenge of diarrhoea management as a moment of truth for the 
concept of primary health care to which we subscribe ardently. Diarrhoea can no 
longer be dismissed by mothers, doctors or others as a daily occurrence of small 
consequence. It is, of course, a medical problem arising from infection or infestation. It 
is also a cultural problem. But we would be wise in seeing it as an essentially nutritional 
problem leading to the depletion of water and salts from the body. This is why we 
would underline, more than any other, two aspects of the known remedy of oral 


rehydration: its availability and awareness about it. 
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9.14 Footing the health bill 


O welcomes this opportunity to share with the participants of 
this important seminar some of its perceptions on funding primary health care. 
We base our views on the experience gained in this region, and elsewhere, in 
programming primary health care for materially poor communities. 

UNICEF sees the goal of health for all as a matter of reordering present priorities in 
public policy and action: 

Firstly, the focus of attention must shift to those who are substantially unserved— 
the 70-80 per cent living in rural areas and poor urban quarters. 

Secondly, curative service is really secondary health care. It absorbs about three 
quarters of medical budgets. This dominant emphasis on cure at the cost of prevention 
has to make way for a combination of health-related measures: primary health care, 
understood as a mix of preventive, educational, social and curative measures, going 
beyond the medical system (or for that matter beyond the health system) would be far 
less costly than any of the prevailing patterns of public health services. This is why the 
Alma Ata Declaration affirms that primary health care, as defined by it, is feasible at a 
cost that the community and the country can afford. 

Third, it is imperative that the centre of gravity of the health care system shifts from 
the cities where three-quarters of the medical resources are spent to the villages where 
three quarters of the people live. We see no other way to prevent expanding slums from 
slowly enveloping the urban centres. 

Concept to practice: We have to clarify how primary health care could be so 
organized in different national contexts, as to reduce costs and increase the 
effectiveness and reach of health services. Here we would like to suggest certain distinct 
possibilities which we could jointly promote. 

— As human behaviour and environmental conditions determine the status of health, 
health has to be linked increasingly to services for health-related education, 
nutrition, housing, sanitation. Availability of safe water appears, for example, more 
significant than access to curative medical services in determining the general level 
of a community’s health. And, in the context of piped water to poor communities, 
stand pipes are socially acceptable and financially more feasible than house-to- 
house connections. 

— The maximum use of local resources of various kinds serves to promote self-reliance 
as well as to bring the cost of health care within affordable limits. As this is generally 
accepted more in theory than in practice, we suggest that health programmes be 
tested by this criterion before acceptance. 

- Medical personnel need increasingly to be trained as educators, if the concept and 
practice of primary health care are to advance. In the same context the training and 
deployment of community workers have to be encouraged to provide the first stages 
of medical care. We do not believe that this would necessarily lead to a lowering of 
medical standards. 

— The resource allocation in health services continues to be imbalanced within the 
total funds available. Usually, current policies seem biased in favour of setting UP 
and maintaining large hospitals with sophisticated facilities, wholly inappropriate 
to the health needs of the majority. Response to human need must prevail over 

concern for technical perfection. 

— Also, there appears to be scope for saving in expenditure in two obvious directions. 
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Firstly, by more optimal use of available resources of money, material and trained 
manpower. Under-use of resources is not uncommon, not to speak of their being 
put to inappropriate use. Secondly, there may be leakages in the system, putting 
resources beyond reach of the people. Expensive prescriptions, overuse of drugs, 
wastages in hospitals and material losses in various ways are a matter as much of 
ethical standards as of sound management of health-related services. 

UNICEF believes it would be possible to hasten the advance from concept to practice 
of primary health care. The direction of this advance is equity in health care; so that all 
people, whether rich or poor, urban or rural, get an equal share of whatever health 
budget is available. We are also convinced that the health budget, usually around one 
to two per cent of gross national product in most developing countries, has to increase 
substantially—along with a similar step-up in investment in allied areas of basic 
services for social development, such as education, nutrition, water, sanitation and 
mother-and-child care. The main point we wish to emphasize is that the redesigning of 
the health system to make it more equitable and efficient, and less costly and 
exploitative, can proceed ahead of larger allocation of funds for social services 
including the health sector. We consider such priority to be of the essence of financial 
planning for health for all. 


9.15 Towards universal immunization 


NICEF has just renewed its own mandate to draw attention to the majority of 
the world’s children who go unimmunized against the common diseases of 
childhood. There is concern over the slow progress towards effective immunization 
coverage, especially in light of rapid advances in scientific knowledge and new 
technologies. We are enjoined to promote, initiate, support and collaborate in 
immunization under the overall concept of primary health care. f 
Consistent with our commitment to the survival, care and development of children 
everywhere, we cannot view with equanimity the annual spectre of some five million 
children—a good proportion of them in India—dying unprotected against easily 
preventable diseases. At least an equal number survive these diseases only to be gripped 
by malnourishment and vulnerability to further cycles of infection. A large number of 
them are disabled, usually for life, through brain damage, paralysis, stunted growth, 
chronic lung infection, deafness or blindness. 
Reasons for priority: We remind ourselves that tetanus alone accounts for about a 
million deaths a year, most of them newborn babies. Measles still considered by many s 
relatively benign disease, kills only 2 per 1000 in developed countries, but kills 2 out o 
every 100it strikes in India and as many as 10 in 100 among malnourished populations. 
Hundreds of thousands of children in India are afflicted by tuberculosis. Those who do 
not die are prone to suffer permanent brain damage, or bone deformities. tage 
cough ravages the respiratory systems of hundreds of thousands of infants an 


children. Diphtheria, even today, kills huge numbers of children and leaves many more 
permanently affected with heart and brain damage. Poliomyelitis shatters the future of 
ive on in quiet desperation, 


so many of our children. Few die; but tens of thousands li 
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leading sadly diminished lives, genetic potential shattered for the want of a simple, 
inexpensive intervention by someone who knew enough and cared enough to protect it. 
This situation is a burden on social conscience, a drag on national development and a 
reflection on the effectiveness with which the ‘expanded programme on immunization’ 
(EPI) is often implemented. 

Immunization has become a programme of unusual priority—immunization of all 
children against all the six diseases: diphtheria, tetanus, whooping cough, 
poliomyelitis, tuberculosis and measles. Technologically, it is increasingly feasible to 
do so. But, as the 1982-83 UNICEF report on the State of the World’s Children points 
out. “Social break-throughs in the organization of communities, to ready them for 
immunization campaigns are as important as the technology of immunization itself.” 

As UNICEF we participate in this task with the experience of a steadfast partner in 
India’s immunization programme (especially since 1978). We would like to recall some 
of the specific lessons of our co-operation, to share some of our perceptions, and to 
clarify the outline of the policy that determines and will determine future UNICEF 
support to EPI. This exercise is a timely help for preparing ourselves for the next cycle 
of UNICEF co-operation beginning 1985. We hope also that our analysis of the 
information available from government sources and of experience of operations in the 
field will contribute to our common aims. 

First, a word about the position of UNICEF in relation to programming for 
universal immunization. We consider immunizing against one disease without 
immunity to the others as wasteful. We believe that together with simple, low-cost, 
urgently needed measures like breastfeeding, home management of diarrhoea and 
home monitoring of growth, immunization should make a big difference to infant 
mortality and the menace of malnutrition, morbidity and disability during childhood. 
Indeed a virtual revolution in child health and development seems possible if these 
measures are carried out, with additonal responsibilities recognized to feed families 
until they have the capacity to feed themselves, and to limit family size. 

Responding to reality: Having said this, on the basis of worldwide observation and 
experience, we conclude that all or any of these aims cannot be promoted as 
centralized, vertical, sectoral programmes. Indeed the central UNICEF strategy of 
basic services accepted by all the partners of the United Nations argues for a 
convergent thrust from a firm basis in the community. We believe that immunization 
must be promoted, not in isolation, but in conjunction with the other seven essential 
components of the concept of primary health care of which we have been, and are, co- 
promoters with WHO. To recall, these are relevant education; food and nutrition; 
water and sanitation; maternal and child health care including family planning; 
prevention and control of local endemic diseases; appropriate treatment of common 
diseases and injuries; and essential drugs. Every UNICEF assisted programme seeks 
to bring these elements together. 

Experience tells us however that it may not always be possible or necessary, to delay 
the initiation of action on one front until there is readiness for movement on all the 
others. What is important, is to so design the programme that involvement by the 
community is possible in current and subsequent efforts to answer each of their basic 
needs. While it is obvious that immunization, per se without other basic services is 
pointless, UNICEF believes, all the same, that properly developed, an immunization 
programme could be a leading edge of primary health care, even as primary health care 
could be a leading edge of the basic services strategy. 

We do not advocate a uniform programme design among or within countries, but 
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certain programme attributes, like the communitarian dimension is, we feel, an 
invariable prerequisite for viable and positive result. This perception could lead, as we 
proceed, to some insights into past performance and future programming in 
immunization. 

Moreover, in UNICEF India, we believe that the time for a concerted effort to 
overcome the difficulties, defaults and shortcomings of EPI has come. There is a 
national and political will to address them now. The statistics of performance speak for 
themselves. The failure rate seems to be unacceptably high, judged by any of the three 
usual criteria: the proportion of children immunized; the incidence of the diseases; the 
quality of vaccines. 

Progress in immunization coverage has of course been achieved but not enough in 
relation to the tasks ahead. For example, as we know, in 1981-82, of an estimated 19.6 
million children under one year of age only 5.7 million received 3 doses of DPT, 2.4 
million received BCG and just over 1.7 million were given 3 doses of the polio vaccine. 
And of the estimated 22.5 million pregnant women, only 4.5 million were given 2 doses 
of tetanus toxoid to protect them and their babies from the deadly lockjaw. 

Thereis, in addition, an area of near-total neglect, namely measles, though according 
to one estimate there are 14 million episodes a year and a quarter of a million fatal 
cases. The actual position in respect of measles as well as the other diseases might well 
be even worse than the figures generated in the health system. If programmes continue 
in linear extension of their present pattern it is unlikely that the target of universal 
immunization by 1990 will be achieved. 

Yet we are of the opinion that this target is realistic enough to be seriously worked 
for, provided practical attention is urgently applied to the following programme 
components. 

~ Social preparation, acceptance, and involvement: This should, in time, lead to 
parents insisting on immunization rather than being persuaded to accept it. 

— Support to the health system, by other arms of government: This is found to be 
crucially important at and below the district level. f 

~ Flexibility in approach for accelerated pace and enlarged coverage. This becomes 
essential to cope with the diversity of situations in India, as does de-centralized 
organization and responsibility. Meee aA hy 4 

— The bridging of gaps such as in vaccine production, vaccine distribution, equipment 
quality and supplies, access to new technology, improved techniques and skills, 
manpower planning, training, budgetary resources and programme content. 

~ Careful record-keeping and monitoring: for example, immunization cards; judging 
performance of a primary health centre by, among other things, the immunization 
coverage achieved by it; as distinct from meeting targets of vaccine utilization. 

In this perception of what has gone before, and what might be, we would make our 
comments on specific issues, relevant to optimal UNICEF co-operation in the second 
half of the 1980s. . F 3 

Vaccine availability: A coverage of 20 to 50 per cent in a community leaves little 
assurance against the disease. The coverage achieved during 1981-82 has been recorded 
as only 29 per cent for DPT, 20 per cent for TT, 12 per cent for BCG, and 9 per cent for 
polio. The aim must be to reach the “herd” immunity level. This level can be reached 
and must be planned for now if EPI is to be credible. 

In this light, the levels of indigenous vaccine production, n 
to be inadequate. This is so even in the case of DPT where production and stock ca 
over from the previous year just about meet the modest target of 70 per cent in 1983-84. 


present and planned, seem 
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Considering the lead time for additional capacity to be installed and for production 
and supplies to start, it is not too early to accelerate in this direction. We would propose 
national production of all the vaccines, reckoning backwards from the needs of full 
coverage by 1990 of the then child population. Without prejudice to this course of 
action, actual shortfall between availability and revised targets will have to be 
imported. The economic cost to the nation of not doing so would be far higher, in terms 
of deaths, disease, disability, stunting, loss of productivity, low return on education 
and costs of rehabilitation, apart from the agony and frustration at the human level. 
We believe that resources must and can be found. UNICEF would be willing to stretch 
its own small resources to the full to participate in adequately strengthening the 
national capacity for vaccine production. UNICEF has already extended an assistance 
of $1.2 million in 1983 alone towards new equipment for Kasauli and Coonoor. We 
would also propose that new capacity be geographically balanced. 

Quality of vaccine: The proportion of “dead” vaccines must be fairly high, even 
within the modest coverage that is being currently attained. This inference derives from 
a number of studies and observations on the ground. The cold chain seems susceptible 
to be broken from the start. As a rule, the factory sends the vaccine to the airport in 
ordinary, rather than refrigerated, trucks. There seem to be no cold storage facilities 
for vaccines even in the Delhi airport. Consignments lie for days at the airport before 
transmission to state capitals. The story is repeated on the journey to the district 
headquarters. Towns connected by air do not receive vaccines by air, but often by road 
in unrefrigerated vehicles. 

There is little assurance that the refrigerators in the primary health centres or at the 
district headquarters are in working order; for 35 to 65 per cent of them are reported to 
be out of use at any one time. The provision of ice boxes and of ice itself is a problem in 
many places. 

As there can be no compromise with the quality of vaccine and therefore the coldness 
of the chain, UNICEF is anxious and willing to review and enhance the present scope 
of its participation in strengthening the cold chain. Our own assessment is that the 
factory-to-district part of it will have to be thoroughly reshaped and cold rooms 
installed at Chandigarh, Delhi and other airports; a vaccines officer in New Delhi at 
least; refrigerated road transport and so on. 

Administrative support: While the responsibility for immunization programmes 
rests as it should, with the Ministry of Health as the natural lead agency, we suggest 
that the concern should not be confined to the health system. In states where the health 
administration infrastructure is relatively strong, the immunization coverage is, for 
obvious reasons, better. But even here, the general administrative machinery at the 
district and block level seems to be geared to the task. Such pulling together becomes 
imperative in those situations where the health system itself may be weak. The 
partnership of departments like rural development and social welfare is more than 
desirable. 

Where the coverage is low and the backlog of un-immunized children over one year is 
high, the approach to EPI has to be on a war footing and all the relevant resources of 
government have to be mobilized and applied at and below the district level. There 
have been positive examples of encouraging result. Such campaigns have to be 
thoroughly planned and prepared for, and mounted at the time of the year when the 
climate is not too hot for vaccine life and parents are not in the midst of farming 
operations. Once the campaign approach has yielded result, the health system would 
have acquired enough confidence and contacts for continuing the work at the normal 
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pace. But the question has to be addressed in each situation: is the conventional 
“cafeteria” approach—whereby vaccines are kept available and vaccinators stand by 
all year round—the most effective and economic in all local circumstances? Our 
opinion is that it is not. However, whatever the strategy adopted it will call for 
determined efficiency on the part of at least the key administrative personnel. 

Social awareness and participation: There are, as we know, excellent examples of 
total immunization coverage in village clusters when the initiative for basic health care 
has been assumed by voluntary organizations. They do not need motivation, but onlya 
minimum of assistance. We suggest that three lines of action be explored: 

- encourage and support more voluntary agencies working at the level of village or 
slum to assume the responsibility for immunization in well-defined areas, 

— invite and involve social service organizations to participate in immunization 
campaigns whether launched by government or by voluntary effort, 

~ build consciousness of the need for immunization into educational programmes. 

Community participation is an overworked theme but an underrealized ideal. It is 
achieved when government structures and procedures adapt themselves to make 
popular participation possible and meaningful. 

Programme linkages: Given the state of coverage and infrastructure, advantage 
must be taken of the pronounced interest which several on-going broad-spectrum 
programmes have in universal immunization. The number of ICDS blocks in the 
country is nearing a thousand. There are 45 districts in different stages of progress in 
the scheme for social inputs in area development. Another 50 districts are focussing on 
the development of rural women and children. There are other people-specific and 
area-specific schemes under the aegis of different ministries, like the integrated 
programme for rural development and specific programmes for tribal people, small 
farmers, marginal farmers and agricultural labour. Universal immunization could well 
be made a priority component in all these, resulting from political and policy priority. 
This could be a way to scale up immunization coverage. 

Programme design: We have compared the sources and reasons for success of 
immunization campaigns in three different contexts: Di, UE 

-a campaign with the full backing of the district administration in an area of 
relatively weak health infrastructure; 4 
- a continuing programme in a district with relatively strong health infrastructure 
enjoying the co-operation of the relevant wings er government; 
- an on-going programme run by a non-government agency. : 
In all the ane pen a imperatives dominate, the more important of 


which we would like to underline. j ar hehe 

— A comprehensive enumeration of infants and children and their immunizati 
status, leading to a correct assessment of the initial and on-going pace and coverage 
to be achieved. È ’ 

- An indepth appraisal of the capacity, present and potential, to deiere 
programme—in terms of health infrastructure; personnel nga = an 
position; cold-chain stability; vaccine supply; availability of ice, rel trigera j re 
boxes and other equipment; transport; techniques of vaccination; supervisory 
competence. A 

~A detailed plan of action for each primary health i 
backed by practical orientation for the health penon 5 

— A proper recording, reporting and reviewing system. 

— And finally, an intensive awareness campaign to convince mothers why healthy 


centre (or comparable area) 
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children should be vaccinated, where they can have the service. Every channel of 
audio-visual communication is used: folk theatre, radio, posters, stickers, songs, 
announcements in newspapers. This is the preparation for social participation. But 
it is ensured by activating village committees consisting of representatives of 
panchayats, mahila mandals, school teachers, village elders. The school system 
must be geared to this purpose, with changes in curricula and participation of 
students. The time must come when superstition, ignorance and apathy end and all 
mothers ask for vaccination to be given to their babies. We have to hasten its advent. 

For a gigantic operation like EPI in India, we cannot escape the question of financial 
resources. The five-point Action Programme proposed by the World Health Assembly 
last year underlines the need to invest adequate funds in EPI. Obviously, the present 
order of spending is insufficient. But on what basis could we reckon how much more 
money is needed? How are planners and financiers and policy makers to be persuaded 
that applying more resources would mean protection to more children. On the 
experience of other countries, we are convinced of the high benefit to cost ratio of 
spending on immunization. And we suggest that it would be useful, indeed necessary, 
to arrive at good, firm figures of what it costs to immunize children in India— including 
all the elements of cost: manpower, supplies, transport, cold chain, capital and 
overheads. This could be worked out for alternative operational strategies: fixed 
centre, outreach or mobile team. UNICEF would plead for a precise costing exercise 
and would be glad to assist. 

The answer to the vastness of the problem lies in decentralized organization and 
devolution of responsibility, under a politically determined purpose. India has the 
infrastructure and the resources. The time for the decisive thrust is now. 

UNICEF would like to reaffirm its commitment to support India’s progress towards 
universal immunization, but at the same time we would like to review and reshape the 
pattern of past assistance, against a comprehensive plan of action. As is known, our 
assistance over the current period consists of: 

— equipment and chemicals for manufacturing the DPT vaccine; 

— refrigerators to replace non-functioning imported models at primary health centres; 

~ deep freezers/ice-lined refrigeration for districts; 

— refrigerators for newly opened primary health centres; 

— measles vaccine in limited quantities; 

— immunization kits for multi-purpose workers; and 

~ training of district health officers and middle level management. 

Quite simply, we do not derive much comfort from the effectiveness of the present 
pattern of our co-operation. And frankly, sometimes the rigidity of the operational 
pattern seems to be an end in itself, ousting the real objective of protecting children’s 
lives and health. UNICEF would like its assistance to be woven into a “systems 
management” approach to the aim of universal immunization. To briefly restate 
UNICEF policy in the coming phase of EPI, we would like to gear our co-operation to 
three specific operational aims: 
~ First, strengthening the cold chain from the factory end plus renewed emphasis on 

refrigerator maintenance at the primary health centre; 

— Second, closing the gap between vaccine supply and vaccine need for total 
immunization by enhancing production capacity urgently on a scale determined by 
the population rather than by the limitations of the present delivery system; and, in 
the interim, as necessary, by importation of the deficiency in indigenous 
production; 
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— And third, exploring and supporting alternative methods of organizing the 
programme, with a view to relating it increasingly to generating, and responding to 
people’s demand for immunization. There are many alternative strategies—fixed 
centre, campaign, mobile “‘cafeteria,”—and there can be no adherence to a uniform 
conventional approach in all locations. 

At its annual session last month the UNICEF Executive Board has authorized 
country offices to promote and support immunization programmes till the level of 
immunity required to break the chain of disease transmission is achieved. We reiterate 
our commitment and look forward to cost-effective ways of translating it into practice 
as partners in a comprehensive programme that is immunologically effective, 
operationally sustainable and socially acceptable. 


9.16 Joining forces for child health 


NICEF values the opportunity to expose our own experience in promoting 
Ue care in countries of this region, to the insights of distinguished health 
professionals, administrators and policy-makers. 

Primary health care has been an article of UNICEF faith, even before we co- 
authored with WHO a detailed definition of this important element of democratic 
development. Today, five years later, child health remains the basic challenge facing us 
in our work in areas of co-operation with governments. Our perception of the present 
situation in the region may be summed up in two observations: Y y 

~ First, the concepts that govern our approach are clear. They are increasingly 
reflected in national health policies. They are also being built into government 
health programmes which we have the privilege of supporting. Yet the stark 
indicators of health, especially child health, remain broadly unyielding, in this part 
of the world. We have to appraise, through a process of introspection, what comes 
in the way of expected result. asd 

- Second, there are excellent examples of dedicated effort in isolated pockets 
scattered through this region where the principles of primary health care alain 
vindicated daily—the proof of the practice being the level attained in the heal 
of these small communities. Again, we need to appraise why, and how, things 
do work. 3 

If this reading of the regional landscape is shared beyond UNICEF, we would ma m 
present just one thought and set itin a series of practical contexts. Ina Ape var a 
call it joining forces. If “health for all” is the goal, our attitudes and struc n “4 
procedures must make room for all people, and all the relevant factors, to play 
a part. 

People to help people: For example, sound policies and good o pe 
deliver health. It takes people to help people. Often we discuss traine mene A 
health, for water and for sanitation. The training is more about techno! oyp an 
about being helpful. We seem to agree, indeed new national policies prescribe, an 
health services need to be restructured—replacing the urban, bureaucratic, 


258 The Child in South Asia 


professional-clinical bias by the rural, decentralized, participatory and preventive 
orientation of primary health care. But how do we change “structures” without 
changing attitudes? UNICEF considers the health question as primarily a social issue 
and believes that the lasting answer to the present quandary lies in reforming health 
education, all the way from the primary school, through community workers and para- 
professionals, to nurses and doctors. We are applying whatever influence we can 
muster in this direction and we hope governments would hasten the pace of change 
with the support of an evidently strong public opinion. 

It is a valid inference, now part of established wisdom, that health services, however 
well-conceived, would languish unless the people—the users—understand and 
demand the services. But the services must be there, which is not always the case. The 
immunization programme provides an illustration. Social organization is a commonly 
neglected aspect of these programmes. How do we propose to achieve it? The answers 
are available: For example, voluntary agencies may shoulder the responsibility for 
immunization in well-defined areas; social service organizations are generally willing to 
be associated with immunization campaigns whether launched by government or by 
voluntary effort; and finally, there is nothing to prevent us from building consciousness 
of the need for immunization into the whole range of education programmes. All this 
however does not detract from the need to ensure that services are physically available 
for delivery —vaccine and equipment, personnel with needed support. All the elements 
of the programme have to pull together and it is familiar for this not to happen. 

Co-operating against deficiencies: Consider an allied problem: As we know, certain 
deficiency diseases are fairly widely prevalent in the countries of this region—arising 
from a dietary lack of iodine, iron or vitamin A. Certain preventive programmes exist. 
Some new initiatives have been taken in which UNICEF is a keen partner. May we 
suggest that there is an opportunity here for regional co-operation—in sharing 
experience, pooling resources, exploiting advantages in comparative costs, providing 
mutual assistance. We believe the region is capable of self-reliance in the relevant 
technologies and management expertise. What is needed is a timely joining of 
forces. 

Very similar is the need to unify, and defy the commercial logic of bottlefeeding and 
the parallel problem of improper weaning practices. Two and a half years after 
acceptance by member-governments of the WHO-UNICEF international code of 
marketing of breastmilk substitutes, the progress achieved in translating its principles 
to the national contexts is not particularly inspiring, except in one or two countries in 
this region. More so when we remember that government regulation is only one step 
in a process of change in social behaviour. The central issue, let us remind ourselves, is 
child mortality, morbidity and malnutrition. Time is a crucial factor and UNICEF is 
eager to do whatever it can, jointly with WHO, to assist governments in realizing the 
aims of the Code. 

We are glad that one of the foci of our discussion is the water and sanitation 
programme. UNICEF, as you are aware, spends a good part of its budget on this 
programme, as part of our effort to protect and promote child health. There are two 
positive factors that we would like to report to this meeting: 

~ First, UNICEF participation over the past 17 years in promoting drinking water 
supply in South Asia has admittedly played a part in enhancing the indigenous 
technological capability in drilling, manufacture and maintenance. 

— Second, we have tried, and succeeded in substantial measure in infusing our 
approach with the social dimension—by linking the water and sanitation 
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programme with education in health and hygiene on the one hand and with 
community involvement on the other. 

Hastening the pace: We are conscious of the inadequate progress, particularly in the 
field of sanitation where we have succeeded so far only in demonstrating, both in 
village and slum, that proper waste disposal systems are feasible to be established at 
low cost, with mostly local materials and skills. We look forward to working in closer 
coordination with WHO particularly in: 

~ bringing together health education and water supply and sanitation activities; 

— improved management of existing resources; 

~ training, towards a common purpose, categories like maintenance personnel, 
preventive health workers and community participation workers; and 

— studying the health impact of water supply and sanitation programmes. 

We briefly return to our initial theme of combining the strengths of governments and 
peoples, voluntary organizations and international agencies—on behalf of the child 
at risk. We would plead for a closer coming together, for the same purpose, of 
professionals in the fields of public policy, medicine, health education, water, 
sanitation, and nutrition. The new social culture for the next millennium—implied in 
the principles of primary health care and the goal of health for all—calls for a new kind 
of professional who can see beyond, and venture out of, narrow disciplines—to 
understand life as it is lived in village or slum. This is what we in UNICEF perceive as 
trained manpower for health and development. 3 

Dr. Mahler has written movingly on “hospitals without walls.” We would interpret 
this to mean that homes, even impoverished households, rather than hospitals, are 
where health is to be rediscovered and regained. 


9.17 A partnership for children 


LE has always had a productive partnership, in a common cause 
and in many countries, with paediatricians—one of whom presided with 
distinction over our Executive Board. There are deep and compulsive social and 
professional reasons for our coming together at this time. The situation of children a 
India is unacceptable equally to the people and government of the peas ue 
paediatricians (who are more involved than any other profession in the on y 
development of children); and to UNICEF which is designated by the UN General 
Assembly as the lead agency for children. np $ 

of the 40,000 A orl children who die each day from easily immunizable 
diseases, diarrhoeal dehydration and the vicious interplay of infection and malnut- 
rition, around a fourth would be in India. The daily recurrence of this order of ae 
wastage may have nearly numbed our aman But a little reflection would reveal 
that this social shame is entirely avoidable. y $ 

Neither poverty which submerges upto half the hundred and more m ear 
under six years, nor the rate of population growth which strains tl e a bee 
parents—and governments—to care for children, can fully explain tł ERT 
withering of young lives at the present speed. Rather, the explanation lies in y 
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to a linking-up of the insights of science and the resources of society on behalf of 
these children. 

Means of change: Science holds the key if we decide to use it. It has been established 
that child health need not lose out to poverty. Instead, it can be secured despite low 
incomes and become, in time, the most effective bulwark against poverty. For, as child 
health improves, productivity of the poor should rise; the need for large families, to 
insure against child deaths, would diminish; and the proportion of children to the total 
population (now nearly 40 per cent) should fall. 

We would argue and like to persuade you that the current infant mortality rate of 
125 in India can be halved in the next few years—if the paediatricians of India accept 
this goal as their own, collectively and in the sphere of their individual practice. The 
people are awaiting such an initiative; the government is keen on the support of the 
profession; UNICEF is ready to extend its utmost co-operation. 

We are conscious of the limitations set by time and your commitment to tasks on 
hand—even as constraints exist on the resources of the government. So we will be 
careful to suggest only available, feasible and affordable proposals for your 
acceptance. 

Consider for example the need for a special programme against diarrhoeal 
dehydration from which, every 10 seconds, somewhere in India, a child suffers. As you 
know, we have the answer in oral rehydration therapy. ORT is not a second class 
substitute for intravenous fluid feeding. It is an uptodate, scientific, effective, safe and 
practical form of intervention for 95 per cent of the cases. The cost involved is 
negligible, even for the poor. Used promptly it can correct or even prevent dehydration 
from diarrhoea. But unless it is used, it will remain just a potential and diarrhoea will 
claim its daily victims in child deaths and malnourishment and faltered growth. 

Strategy for action: We submit that the appropriate strategy for a national 
programme of diarrhoea management would broadly imply that: 

— mothers give the home-made solution to prevent dehydration. For this, a massive 
education programme is required through all social communication channels— 
television, radio, theatre....... 

— health workers use ORS packets to correct mild to moderate dehydration; to achieve 
this production must meet real demand, not calculated potential. The packet must 
be as available as matches or tooth brushes. 

~ health centres and hospitals provide intravenous therapy to treat severe 
dehydration. 

There is an urgent need to impart this knowledge and skill to the mother so that she 
gains the confidence to play her crucial role. This is where you, as a doctor, can give a 
decisive professional lead. You have the knowledge, the prestige and the influence to 
make the difference to the diarrhoea management programme. Your advice to your 
patient (directly or through the health worker) on the proper preparation and use of 
the home fluid, regardless of what other medication may be indicated, will determine 
the role that ORT will play. Your practice will set the pace. You are the critical leader. 
With your involvement, ORT will become part of the consciousness of the community, 
of mothers especially, and the programme will become a national movement against 
diarrhoeal deaths and malnutrition. But even more than that, we ask you to “speak 
out” in all media and promote the primary health care approach. The nation has a 
right to ask: Will the paediatricians play their part? 

Let us take a look at the global picture of immunization. In a world that has mastered 

the means of preserving and prolonging life, it is unconscionable that each year several 
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million children in the developing world die, and as many are disabled, by half a dozen 
preventable childhood diseases. A good many of these deaths and disabilities occur in 
India. Measles alone kills more than a quarter of a million children in the country. No 
statistic can however express what it means to a family to see a child die needlessly this 
way. 

Individual initiative: Vaccination is over a hundred years old in India. EPI was 
launched five years ago. Yet we have little to show by way of effective coverage. And 
the goal of universal immunization by 1990 remains a challenge. UNICEF believes in 
(and is working for) this national target. A cluster of measures—organizational, 
financial, technological, logistical, and productional—is called for, but equally 
decisive is the leadership to the EPI movement from the medical profession. UNICEF 
notes with appreciation the initiative taken in this respect by the Indian Academy of 
Paediatrics and we hope that a consensus will soon be reached on the “immunization 
schedule” between the government and the Academy. May we also suggest that each of 
you assume the responsibility for ensuring that total immunization coverage is 
achieved in a defined geographic area around your place of practice? Given your 
commitment and guidance, the problems of summoning the supplies and supportive 
human resources could, we are sure, be solved. A statement was issued by the 
International Paediatric Association in Manila recently wherein IPA and WHO join 
forces, For its part, UNICEF dedicates its own modest resources to this aim. We look 
forward to each of you doing likewise and to collaborating with you in this task. 

Another obvious means readily available to bring down infant mortality and 
childhood illnesses is to restore to the baby its right to mother’s milk. A combination of 
regulatory measures to curb contrary forces and positive measures to enhance public 
awareness is called for. UNICEF believes the stage for debate is over and the time for 
action is now. The international code of marketing of breastmilk substitutes would 
not have been passed without powerful backing from the paediatric profession. It is the 
same support that can, and will, see the code implemented at the national level. Indeed, 
without the momentum that only the medical profession can impart, even a national 
marketing code might not make a difference. But we need not wait for the national code 
(even while we shall strive for it), May we take this opportunity to appeal to you to 
make it known that you do uphold in your daily practice the specific injunctions of the 
international code, for example: 

~ commencement of breastfeeding immediately after birth; 

— preventing separation of child from mother; 

— frequent on-demand breastfeeding; 

— discouraging bottlefeeding except on specific medical grounds; 

— use of contraceptive methods that do not interfere with breastfeeding; and 
— mother’s milk even for babies unable to breastfeed. 

As we know, the government has taken a number of steps, with the support of WHO 
and UNICEF, to promote sound infant feeding and weaning practices: The teaching 
curricula from primary schools to medical colleges are being revised. Working 
conditions of women are being reviewed. Maternal and child health programmes are 
being re-geared. Communication campaigns are being launched. Legislative, admini- 
strative and reporting mechanisms are being refined to regulate artificial feeding. But 
the critical role belongs to the paediatricians, not only due to the scientific knowledge 
you possess, but also because of the timely contact you have with mothers and children. 

A number of other steps can be taken to bring down the infant mortality rate—not 
withstanding poverty—like growth monitoring, and child spacing at one level; and 
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nutritional supplementation and female education at another level. The success of 
these convergent activities would depend on a basic commitment to them by the 
paediatric profession. This would imply a reaching out beyond the relatively better-off 
clientele at the clinic to the disadvantaged majority in village or slum. It is this concern 
that has moved many paediatricians to set apart a day in a week or month to go out 
into the community to demonstrate, guide and supervise what is possible here and now. 
Indeed, some of the best community health services in India were started and are run by 
paediatricians of the highest professional calibre. We have no doubt the trend set by 
these examples will strengthen. But we do not have all the time in the world to let that 


happen. 


9.18 Medical education for child health 


DUCATION and health—of, by and for the people—are prime movers of 
social progress. It is only natural that these should focus primarily on children 
who—after all—have the highest potential for development. This briefly is the 
perspective in which UNICEF sees the relevance of advancement of medical education. 
From the beginnings of UNICEF co-operation in India in the late Forties, our 
involvement in the field of health has been more intimate than in any other sector. And 
our collaboration with the medical profession has been closer than with any other 
professional group. This continuing relationship encourages us to present a few 
observations on the health system in general and on medical education in particular— 
in the context of child health and development. 

Let us first touch on what we perceive to be certain broad characteristics, positive or 
negative, of the present situation; proceed to add our own support to proposed and 
needed changes in policy; and finally suggest some possibilities for action which can be 
taken right away by the medical profession to transform child ill-health into child 
health, without waiting for structural changes in society, again so obviously called for. 

UNICEF views the present phase as one of transition of a public health system 
developed in a particular historical context into another, more suited to a democratic 
society. The trend is evident and unmistakeable but the time it is taking to come into its 
own is unacceptable in the social sense. The task of all of us is to strengthen the trend 
and compress the time. 

Social physician: The UNICEF concern with child health and development is 
predicated upon the effective emergence of what the Bhore Committee of 40 years ago 
termed the “social physician.” We understand this ideal as an alloy of professional 
competence, social concern and leadership quality in the person of a medical doctor 
who would assume the responsibility for the health of a defined population group, 
insofar as the people cannot ensure it on their own. The essential function of a doctor is 
suggested by its original meaning of “teacher.” We note with concern that this vision is, 
by and large, yet to be realized. How to move towards it is, in our view, the crux of 
medical and health education. 

Fortunately there is little that can be added to the wealth of insights contained in a 
series of reports by leaders from the medical profession itself: such as the committees 
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linked to eminent names like Mudaliar (1962), Mukerjee, (1965), Jungalwalla (1967), 
Kartar Singh (1975), Shrivastav (1976) and Ramalingaswami (1981). The sum of these 
reports points to the need to establish a harmonious and dynamic balance between 
clinical and community medicine, medical doctors and para-medical workers, health 
services and medical colleges, common ailments and esoteric concerns, theoretical 
knowledge and practical priorities. Given the pre-existing bias, this implies major 
correctives in directions in which considerable preparatory action has already been 
taken. Decisive steps will have to follow. F, 

For example we should be greatly encouraged by the fact that the health 
infrastructure has been developed to a potential which could permit preventive and 
social medicine to be pravtised successfully and countrywide. Nearly 6,000 primary 
health centres, more than 70,000 sub-centres, some 250,000 community health 
volunteers are in position. This means that on the average 100,000 population will have 
a primary health centre, over a dozen sub-centres, around 50 medical and para-medical 
employees and a hundred or more community health volunteers. This is apart from 
other major health-related facilities like the Integrated Child Development Services 
(ICDS) which would cover in about a year’s time a fifth of the development blocks in 
the country. And there is the vast strength of tens of thousands of private medical 
practitioners. If access to health for all is not achieved in appointed time the reason will 
not certainly be any lack of infrastructure! Rather it will be related to the orient- 
ation and capability of the health professionals and supporting cadres—the health 
workers. Their education, orientation, and motivation are therefore the key to 
change. 

Social challenge: The imperative for change is underlined both by the functional 
weaknesses of the existing health system despite its impressive spread, and the social 
challenge posed to it by the goals set for the current century. The life expectancy is 52 
years against a target of 64, crude mortality 14 against 9 and infant mortality 125 
against 60. Against this background, the importance of reducing child mortality 
becomes crucial, in a country where children comprise over two-fifths the total 
population. For, 45 per cent of deaths occur below the age of 5 years, more than half in 
infancy. And the first month of life accounts for half of infant deaths due to low birth- 
weight, neo-natal asphyxia, tetanus of the newborn and similar problems. In the first 
year of life diarrhoea and pneumonia claim the bulk of deaths, aided, of course, by 
malnutrition. And immunizable diseases, prominently including measles, continue to 
claim a large number of lives in spite of availability of effective vaccines. It is the 
considered view of UNICEF that this dismal picture, related largely to rural 
communities, can be changed and that the national health targets including an infant 
mortality rate of 60 are attainable within the time, resources and technologies presently 
available in India. The point at which people, resources and technologies can be 
efficiently marshalled to a common purpose is in medical education—in the initial 
training and orientation of all health workers and in in-service upgrading of knowledge 
and skills. 

It is hardly necessary for us to go into the means and methods of strengthening this 
dimension of medical education—beyond conveying our broad support to certain 
proposals already widely discussed. 

Dimensions of change: For instance, most of the present training of graduate doctors 
is examination-oriented, didactic, clinical and curative in emphasis. Students become 
at best clinical curative doctors with little knowledge of, or interest in community 
interaction or in leading a health team with a measure of managerial competence. Even 
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where social aspects of a disease are recognized, there is only marginal involvement by 
the health services or medical colleges in coming to grips with them—barring an 
exception or two which only prove the rule. Even where medical colleges have tried to 
reorient medical education in the direction of community health, often they have only 
moved clinical curative services into the community rather than accepting the 
promotive responsibility for the health of the population. Such a responsibility should 
be understood not so much in terms of providing health services, as in working together 
with the community for its health. This concept implies that the experience of living 
and working with the community and para-medical personnel—who should be 
considered colleagues—should become a substantial part of undergraduate training. 
And the examination process leading to the medical degree should be concerned 
equally with clinical and community tasks. This concept should be extended to 
internship. 

The view is widely shared that the present examination system is the major single 
obstacle in the way of comprehensive health care at the village level. As of now, 
community experience, clinical competence and supervisory capabilities are of little 
help in passing examinations. It is even arguable that students deeply involved in 
community work tend to suffer in the present system. Unless this is changed through 
appropriate curriculum design, training methods, evaluation techniques and continu- 
ing medical education, it is unlikely that Indian doctors can assume the leadership role 
in their own country’s advance towards better health through primary and preventive 
care. 

A useful criterion to identify a “social physician” would be the time he or she spends 
in curative services. It has been suggested that medical officers in the health service 
should be encouraged to spend less than a quarter of their time in curative services, 
making greater efforts to delegate these tasks and allowing themselves more time to 
administer the health system under their control. This presumes that medical personnel 
may willingly take up a career of providing health care in rural areas, The presumption 
would be valid only if undergraduate training and orientation is radically reshaped 
towards that end. Even postgraduate training in preventive and social medicine could 
be geared, much more than now, to the practical needs of the public health system, 
based on an epidemiologic understanding of diseases, 

Childhood diseases in India are well-known—their prevalence, locations, causes 
and consequences. Certain priorities are dictated by them in the context of the present, 
and prospects in the nation’s future. These priorities cannot wait until reorientation of 
medical education is achieved. The answers made available by medical science and 
development experience have to be applied here and now before further irreversible 
damage is done to the country’s human resource. 

For example, every 10 seconds, somewhere in India a child is struggling for life against 
diarrhoeal dehydration. The answer is known, uptodate, scientific, safe, inexpensive, 
practical and effective for 95 per cent of the cases of diarrhoea. But unless it is used, on 
the initiative that rests with the medical profession, it will remain a mere potential. A 
national programme of diarrhoea management exemplifies the opportunity for 
practising some of the principles we have discussed earlier in the context of reshaping 
medical education. This would mean that: 

— Mothers give the home-made oral rehydration solution to prevent dehydration; 

— Health workers use ORS packets to correct mild to moderate dehydration; and 

— Health centres and hospitals provide intravenous therapy to treat severe 
dehydration. 
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Towards team work: A complementing design such as this for team work in 
community health is what primary health care is about. Even as medical students are 
“educated” on it, medical practitioners in and outside government can set a trend— 
to the immediate and lasting benefit of children among the poorer segments of 
society. 

The same principle applies to equally simple, but socially vital, primary health 
interventions like measuring weight and height for age, without which neither mother 
nor health worker nor paediatrician may notice growth faltering in time to arrest and 
reverse it relatively easily. Thus it becomes a function of the community health system, 
under the leadership of the medical doctor, to make weight and height (or length) 
measurement possible for children from poor communities. 

We all know that the best protection against six of the most dangerous diseases of 
childhood is complete immunization during the first year of life. There is no 
technological or financial reason for India not to achieve universal immunization 
within the next few years, despite the relatively low coverage at present. Priorities in 
medical education have, once again, to be established through social priorities in 
medical practice. In our co-operation in this in India we are often brought to a 
standstill by evident lacunae in knowledge of principles of immunization. It is still beset > 
with taboos, superstitions, out-dated practices with regard to contra-indications, 
vaccine control, schedules and recording and reporting systems. 

There is no longer any argument about the mother’s milk being the best food for the 
infant. But promotion of natural feeding, in the face of the commercial competition of 
artificial substitutes, will not be possible unless scientific knowledge is communicated 
to the community through the influential channel of the medical profession. As 
curricula are slowly being reshaped on this and similar priorities in health and 
nutrition, the example set by the practising professional is crucial. 

Preventive and promotive health care remains, for a cluster of reasons, the 
Cinderella of medical education and practice. This is unfortunate because it is more 
relevant to the health of children than to other age groups. With the rapid growth of 
brain and body which occurs in the early years of life, and with each stage of mental 
and physical development having its own time and place in that process, children 
(specially those from impoverished families) cannot afford to fall ill and be treated 
only to fall ill again. Our common task is to hasten the process of gearing medical 
education and thereby health services to their support. 


9.19 Facing up to leprosy 


OTHING so challenges the mandate and work of UNICEF as the social 
shunning ofa child born of a parent with leprosy, or the neglect ofa child showing 
early signs of the disease. But UNICEF is optimistic—on several grounds: medical, 
social and human. 
First, there are with us today vibrant examples of the “fellowship of pain” that 
moved Father Damien, the conscientious concern that marked Mahatma Gandhi. 


266 The Child in South Asia 


Second, we have also a wide reach and variety of the means of social communic- 
ation for educating all segments of society, as well as persons at different stages of the 
disease, We have to carry forward this process of understanding and assurance to the 
point when the fear of leprosy disappears, 

Finally, we have the medical means to treat and cure leprosy on a large scale and 
relatively soon. 

We can prevent, if not the disease itself as yet, its physical, psychological and social 
consequences. 


9.20 Programming leprosy control 


NICEF is aware only too well of the challenge posed by leprosy in these and 

other parts of the world, We therefore value the initiatives taken by WHO to 
introduce and implement therapeutic regimens for extensive treatment and relatively 
rapid cure of the disease, We note with keen interest the ongoing effort to integrate 
leprosy control programmes with primary health care. That leads us to the basic right 
and duty of the community to plan and implement leprosy treatment and cure, as part 
of their health care and in the spirit of Alma Ata. 

The UNICEF experience of co-operating in leprosy control programmes in several 
countries around the globe has yielded lessons which we would share with you. While 
drugs dictate the treatment, it is the people who decide the cure. Frustration turns into 
success when people change their minds and therefore their behaviour. The promise of 
the multi-drug therapy will be realized only when leprosy control becomes everyone's 
concern. We are called upon to co-operate with governments as well as non- 
government organizations to educate all segments of society as well as persons at 
different stages of disease, We must face the fact that this process of building 
understanding and changing behaviour is slower, and at times more complex, than 

facilities for sustained treatment. 

UNICEF perceives leprosy as a social disability as much as a medical abnormality. 
In this sense, it is not enough to treat leprosy. The target for treatment is socicty itself. 
Luckily this isa hopeful possibility. Por we have, through the developing world, a wide 
reach and variety of the means of communication. All of us have to get better at 
pressing into the service of leprosy control all the available media: folk, print and 
electronic. 

In this perception, we are trying out programme strategies which focus on: 

~ systematic community level screening; particularly of children, for early signs of 


leprosy; 

~ providing drugs and amenities for the alleviation of the problems of affected 
children and parents; 

- support for training of health workers at different levels, and management and 
monitoring J 

~ building a base of awareness and knowledge to promote humane public attitudes 
towards affected persons and their children; 

- providing appropriate opportunities and pre-vocational training to prepare the 


Survival iñ Health 267 


child born of a parent with leprosy, or affected by the disease, for a normal life and 
the world of work. 

Given the unabating magnitude and geographic dispersion of the prevalence of 
leprosy, our programming is necessarily conditioned he the following approaches: 

~ the priority falls on those areas where prevalence is 

- vol tary sguache toads pardi Aper raa RE PES EA eam 
health system are extended all possible support; 
leprosy control is integral to the primary health care approach which in turn is built 
into UNICEF-assisted, area-specific projects. 

In consequence there is a growing, mutually supportive relationship between leprosy 
control on the one hand and basic services to meet basic needs of children and mothers, 
on the other, Against this background we are keen to refine, strengthen and expand our 
programmes of cooperation in leprosy control. 


9,21 Another road to health 


Y definition, primary health care moves away from vertical programmes to 

programmes activated and controlled by the community, We have an opportunity 
to learn from the experience in overcoming the tensions of this transition to another 
pathway for the people towards health. We need hardly add that primary health care is 
a cardinal principle guiding UNICEF policies and programmes of co-operation, The 
six years since Alma Ata have been difficult for primary health care, except for isolated 
examples of successful practice of the idea in fairly limited population groups. We look 
forward to the experience of such people-centred efforts, rather than to an intellectual 
debate between the selective and integrated approaches to primary health care, a 
debate which may not be as relevant to the people we aim to serve as it may be to 
ourselves. 

As we recall, the 1970s, especially the latter half, saw an upsurge of developmental 
ideas—largely as a sensitive response to the indifferent results of the preceding 
decades. ILO helped to clarify the question of basic needs, UNESCO began to focus on 
universal education, UNICEF adopted the strategy of basic services and WHO and 
UNICEF articulated the primary health care idea. Most member governments of the 
United Nations have accepted these principles which in fact belong together as part of 
the theory of democratic 

We mention this background because it throws helpful light in resolving the major 
issues before us. We would not go into them at this stage, except to underline the 
profoundly political implications of primary health care. If these are understood and 
parsed pdev sorta cali or 

Essential distinctions: To illustrate: vertical programmes may have had something to 
do with the ethos of the colonial era but they stem mainly from specialized scientific 
disciplines. These specialism will continue in relation to particular health problems. 
But primary health care puts some distance between itself and 
sophisticated technology and expensive facilities. Let us remind ourselves that it is 


268 The Child in South Asia 


based on an active community backed by appropriate techniques and well-trained 
paraprofessional development workers. It has been shown that such community 
development workers could advise on nutrition and water supply, help with hygiene 
and sanitation advice, organize immunization campaigns, distribute iron folate and 
vitamin A tablets, handle basic drugs, support diarrhoea management through oral 
rehydration therapy, conduct anti-malarial and anti-parasitic campaigns, advise on 
birth spacing and safer child births, deal with local injuries and illness and refer more 
specialized problems to more specialized people. 

In our perception the problem today is that the mass movement which primary 
health care was expected to trigger is inching slowly, despite an impressive rise in the 
number of village level health workers, be they called health guides or guards, health 
communicators or representatives. 

But, here, let us pose some questions for ourselves: Are we worried more about the 
structure of primary health care than the potential? Do we worry too much about turf 
or territory? Why is it these problems seem more serious to us in the “health field” than 
with others who urge us to “get on with it”? Are we creating a new cadre? Can we “de- 
mystify” what we are talking about? Why do we insist that others join in our defined 
objectives rather than join in theirs? What is the breakdown of our budgets? Do we 
insist on priority of people and their health? Or on more and more sophistication in the 
name of the poor? How many of us are prepared to put the people first and our 
professions as supportive to them? 

Here, we make one clarification and a suggestion. Primary health care cannot but 
respond to the immediate health needs of a given population, and, in our view, with 
priority to the threats facing children. These priority interventions—whether im- 
munization, oral rehydration, distribution of iodinated salt or other fortified foods, 
sound infant feeding practices, growth monitoring, washing of hands or whatever— 
cannot be viably organized except on the strength of existing or new basic services in 
health, sanitation, nutrition and, not the least, education and communication. And 
these basic services, in turn, have to be rooted in the community—which is just the 
opposite of vertical programmes. 

Integrated workers: Perhaps the answer to the so-called dilemma of selective versus 
integrated approaches can come from a reformed organizational pattern of health and 
other basic services. You will agree that the need for a strong central political direction 
and co-ordination is essential to ensure the continuing support of the resources of the 
government. Similarly, the back-up facilities of specialised disciplines and services 
(which will continue to be vertical in orientation) are essential. But the vertical streams 
must coalesce at the level of the community, the optimal size of which may be a cluster 
of villages. 

At this level, the administrative responsibility as well as popular accountability may 
rest with an authority which will integrate not only the programmes in the field of 
health but link them organically with other related programmes. It is at this level, fairly 
close to the people, that specialized programmes cease to be specialized and mesh one 
with another in a holistic response to actual needs of the people. This is also the level at 
which the community, the health and other professions and the public administration 
could combine against ill-health and for development in and beyond the conventional 
health sector. A pre-condition to integrated programmes is, let us remember, 
“integrated” workers who can see and move beyond the confines of one chosen 
professional field. 
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9,22 Levers of access to health 


NICEF welcomes the renewed opportunity to review the present status of 

health of the people in this part of the world, especially mothers and children. We 
would like, in a spirit of introspection, to take stock of our own response to the 
situation. In this region, as well as globally, WHO and UNICEF have worked together 
with governments to help to influence national policies and programmes in the 
direction of the principles and practice of primary health care. 

A basis of shared perceptions: The joint WHO-UNICEF statement on diarrhoea 
management has cleared the air of much of the confusion over the use of the ORS 
packet vis-a-vis the home-made solution. We have now to try to imbue national 
programmes with the insights contained in it. For example, diarrhoea management has 
to centre on the mother rather than on the medical system. The solution, whether made 
from the packet or prepared at home, must become available in every home. The 
delivery system must adapt itself to the user at the point where the problem most arises, 
at home. 

The recent conference in Bellagio on moving EPI to universal scale has imparted new 
momentum to national programmes. We need to work together to carry the agreed aim 
quickly forward. The challenge before EPI is to identify and articulate the need, to 
match the demand with this need, and match the supply with the demand. And the 
three-fold answer consists of: 

First, realizing the full potential of the existing infrastructure by increasing people’s 
awareness of and demand for immunization. 

Second, by increasing the channels of immunization and the variety and number of 
service providers, under the leadership of the political system and the guidance of the 
health system. And, 

Third, by strengthening and expanding production and delivery systems to match the 
higher demand. 

The success of EPI hinges on how the people see it and what opportunities they have 
to be in regular touch with a sensitive arm of the health system extended to their own 
neighbourhood. 

We have travelled some way in promoting the concerns expressed in the Inter- 
national Code of Marketing of Breastmilk Substitutes adopted by the World Health 
Assembly over three years ago. But more awaits to be done in regard to informing the 
people, changing institutional practices, training professionals and paraprofessionals, 
influencing educational contents, enhancing maternal nutrition, improving weaning 
practices—besides promoting and monitoring regulatory measures. 

The proposed joint WHO-UNICEF statement on acute respiratory infections is 
expected to be a valuable operational guide for country level programming in an area 
that has suffered relative neglect. We have every hope that the proposed statement on 
malaria management and control would also become an agreed basis of renewed action 
in the countries of this region in not too distant a future. 

The joint WHO-UNICEF Joint Nutrition Support Programme has taken off to a 
good start in both Burma and Nepal. They now have to yield the expected results in the 
expected time. 

In respect of iodine deficiency disorders, new ground has been covered in this 
region, reawakening interest and effort at both the national and international levels. A 
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two-member team of WHO-UNICEF consultants has already reported in respect of 
eight countries in the region on the epidemiological aspects of IDD, on iodized oil 
programmes as a measure of emergency relief and on salt iodination programmes as 
the longer term answer. The next stage, already in progress, is to so design programmes 
as to have them woven into medium-term country programmes of co-operation. 

As WHO studies in this region show the proportion of people in this region, suffering 
from anaemia, particularly women, is startling. We believe this situation has a close 
relationship with maternal mortality, low birthweight and subdued development. A 
social response to widespread iron deficiency anaemia is feasible, at a cost of less than 
one Indian rupee per person per year—by fortifying common salt with iron, as 
UNICEF-funded studies have indicated. National governments are keen to move 
ahead on this and must join forces to make it a success in our time. 

Weare also reminded of the massive deficiency of vitamin A particularly in Asia. The 
programmes for distributing tablets and for appropriate nutrition education is not new 
but evidently effective coverage is but a fraction of the annual targets. UNICEF has 
been responding to such requests for vitamin A supplies as have been received from the 
governments; but clearly the situation in each country calls for a fresh and close look 
for urgent and appropriate response. 

Wein UNICEF are pleased to have had a part to play in the significant improvement 
of coverage and the strengthening of the technological capability for providing 
drinking water supply even in difficult terrain and remote regions. 

The ground covered: In retrospect, we should think that together we have been able 
to lay some of the foundations for universal access to the means of health. All 
governments in this region have accepted primary health care as a policy and strategy. 
Several of them have promulgated appropriate policies and are currently moving into 
detailed programming, budgeting and implementation. Now is the time for WHO and 
UNICEF even more to involve themselves in these national exercises so that a decisive 
departure from the traditional culture of secondary medical care towards primary 
health care is hastened. Put simply, we have to adapt the existing health systems to the 
demands of primary health care. Indeed, we would like to sketch some of the 
implications of doing so, with reference to the existing status of people’s health. 

While we have together moved some way in the right direction, in our perception, the 
present pace does not seem to be fast enough for the aim we have set by the end of this 
century. At the present stage of development of most countries in this region, health is 
perhaps the most pressing priority in development. In developing the human resource, 
health from the early childhood is a pre-requisite for assimilating nutrition or for 
absorbing education. Health care is no longer the exclusive concern of a professional 
discipline or technical service. 

It is an apparent paradox that the more we expand the health infrastructure, the 
coverage remaining to be achieved comes up like a rising tide. This is only partly due to 
the absolute increase in population. Partly, it arises from more comprehensive 
assessment of the task ahead. But the explanation must also lie at least in part in the 
way conventional services are organized, oriented and offered to the people. How else 
do we understand the increasing numbers who continue to suffer from anaemia, 
blindness, and easily immunizable diseases, when the distribution ofiron and vitamin A 
tablets and facilities for vaccination have been increasing. There is a parallel here to the 
absolute number of the malnourished increasing at higher levels than overall food 
production; and the absolute number of illiterates increasing with expanding facilities 

for formal and non-formal schooling. 
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Before we can see over the hill, we have to come to grips with the crux of this 
problem. There seems to be no alternative to mobilizing the material and other 
resources of all sections of the population. And, the only way to begin to involve every 
segment of society is to start with the process of communicating with people, for 
changing their—and may we add our own—perceptions, attitudes and capabilities. In 
UNICEF, we are trying to cross this hurdle of mutual ignorance and crisis of 
confidence and achieve two-way communication with the people whose health and 
development are the subject of our concern. Communication is the first step leading to 
people’s awareness that they have it in themselves to achieve access to the health system 
and to health itself. 

The work ahead: Responding to the aroused consciousness of the people, we for our 
part have to ensure that there is, at the community level, an institutional mechanism in 
one form or another—governmental, voluntary or cooperative—which enables 
systematic and continuing contact with the people, especially mothers and young 
children. It is through this interface between the local community and the health 
system that the elements of primary health care can be realized. And it is precisely this 
opportunity for regular contact that is widely missing and therefore responsible for 
much of the present status of the situations we face. If this reading of the situation is 
correct, its obvious implications for moving priority programmes to national and 
universal scale have to be accepted and acted upon. 

In transforming the health system to enable it to respond to the demands of primary 
health care, we would like to propose three concurrent lines of approach: 

~ First, an opening up of the public health system for appropriate association with 
non-governmental organizations genuinely engaged in health and development. 
This is an aim which most governments in this region have accepted in principle and 
practising to one extent or another; UNICEF is promoting this trend to the best of 
its ability; and, WHO is encouraging it. Together we have to carry this trend farther, 
and quickly, in our attempt to mobilize all available resources for health-related 
development. 

- Second, the central role of the paraprofessional needs to be accepted as much in 
practice as in the logic of primary health care. Obviously, people have more and 
easier access to the community health worker than to the medical professional. 
Therefore, the selection, training, equipping and empowerment of the health 
worker must be such as to enable her to promote those health interventions and 
related measures that are urgently needed by the community. While the number of 
community health workers has increased manifold in recent years, their capacity to 
deliver the services remains constrained by a host of factors which we need not go 
into here. At least some of them are related to the low weightage given to their 
functions within the culture of the prevailing systems. 

— Third, the familiar tensions between the need for a certain co-ordination at the 
country level and the imperative for decentralized functioning of the delivery 
system have to be consciously resolved—to achieve the aim of making account- 
ability and power coterminous. 

UNICEF is heartend by the openings that have been found in recent years for 
moving towards universal access to health. However, in the process we have assumed a 
vast and new responsibility to meet the awakened expectations of the people. UNICEF 
is conscious of the limited role that it can play. But that will not deter us from playing it 
fully in partnership with the governments and peoples of this region as well as with 
sister organizations like WHO. The reasons for our confidence are that we are in a 
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position to effect the interventions urgently needed by the community, especially for its 
children. The technologies are available. The funds can be found. The channels of 
communication have multiplied. And imaginative ways have been demonstrated for 
effective social organization. Working models of community-level health delivery 
systems are there in almost all the countries of the region. 

Our task is to bring all these functions and forces together. For this professionals in 
the fields of public policy, medicine, social sciences, communication, health education, 
nutrition, water supply and sanitation will have to work together. UNICEF commits 
itself to this partnership and teamwork. And, we look forward in the days and months 
to come, to translating this commitment to concrete action. 


9.23 Partners in programming 


OR the fourth successive year we are participating in the Regional Meeting 

with WHO Programme Co-ordinators. There are two main purposes in our 
joining in the discussion: first, to learn from and listen to our colleagues in WHO on 
problems and areas of common concern and to come back and enrich the content of 
our own programmes of cooperation. Second, to renew our offer to work jointly with 
WHO in well-defined tasks and directions, based on concepts and goals on which all of 
us are agreed. In offering to do so we are prepared to go more than half way in adapting 
our own procedures to suit the requirements of our partners as well as of the field 
situation. Some of the standards and styles of our working belong to another era, long 
before we accepted development principles like primary health care, basic services 
strategy, community participation and cooperation with voluntary agencies. The need 
for a close second look at our own methods of action is overdue. Here again UNICEF 
is prepared to approach the task jointly with WHO, keeping in view the paramount 
concern for programme success. 

Learning from experience: If we look at our respective country programmes of 
cooperation it will be seen that many of the programme activities have much the same 
aim as ten or twenty years ago. We are still grappling with immunization, diarrhoea 
management, respiratory infections, nutritional deficiencies like iodine, iron and 
vitamin ‘A’, leprosy, tuberculosis, malaria. The times‘have changed and the people are 
more aware than before of their rights, their needs, and the means of meeting them. 
Neither we, nor our government partners, can afford to turn programmes of 
cooperation into a re-run of the earlier schemes. To cite one example, UNICEF 
cooperation in tuberculosis control in one country of the region consisted for many 
years mainly of equipping district centres, which hardly fulfilled, for whatever reason, 
the expected purpose. There are vital lessons in this experience for all of us, at a time 
when tuberculosis control continues to be a priority for several countries in this region, 
children included. 

WHO has argued eloquently the need to relate health to the development process. 
We would like to pursue this idea to its logical and practical conclusion. Our own 
experience argues that there is no rational alternative to an inter-disciplinary approach 
to health and development. As we come to grips with the need to ensure such an 
approach, while formulating country programmes of cooperation, we come up against 
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the task of converging sectoral services and co-ordinating the inputs of different 
ministries such as health, education, nutrition, public works, information and 
planning. We and our government partners are succeeding in this partially, but 
perhaps not fast enough in relation to the national goals in health and development set 
for 1990 and the final decade of the century. 

We would like to emphasize at this point the reasons for our insisting on 
intersectoral, interministerial, interdisciplinary approaches to health-related and other 
programmes. We are convinced that convergent services for children and their families 
are not only more effective and economical, but also more efficient than services 
separated in time and space. Further we must aim not only at convergence on the same 
area and population and at the same time, but also, wherever possible, convergence 
through the same delivery mechanism. For, low income countries with large 
populations can hardly afford to multiply channels of service delivery reaching remote 
parts of the country. 

It occurs to us that WHO and UNICEF must learn to co-ordinate their respective 
approaches to programme concerns, and to advocate similar co-ordination to our 
government partners. We hold the view rather strongly that we should be prepared to 
match and dovetail our programmes of cooperation at the country level through every 
stage of programming, from staffing and planning, through funding and implementing, 
to monitoring and evaluating. 

Countdown to 1990: As we reach the mid-point of this decade, it is right to remind 
ourselves of the goals we have jointly set with governments of this region, in view of the 
UN International Development Decade, the International Drinking Water Supply 
and Sanitation Decade, and various other concerns shared by international and 
national communities, on goals like reducing the infant mortality rate below a certain 
level by the turn of the century. Slogans have their use, but the time has come to stop 
debating the point of time when a goal can be reached, and get down to doing 
something about it now, jointly and with full faith in the capacity of the people to play 
their major part. 

We share the view that WHO and UNICEF must speak in one voice to the 
government. We, for our part, are prepared. And let us carry the idea forward, country 
by country, programme by programme. Indeed we have come some way, having taken 
a joint stand at the global level on concerns like infant feeding practices, EPI, diarrhoea 
management and hopefully soon, on acute respiratory infections and malaria. At 
national levels WHO and UNICEF have co-produced, mainly for policy-makers, 
audio-visual presentations on iron deficiency anaemia, EPI and diarrhoea manage- 
ment. We have together spelt out the implications of these concerns for national policy 
and programmes. We have now to pursue these implications till fulfilment, and within 
a time frame. 

Joint advocacy: That brings us to the theme of joint advocacy by WHO and 
UNICEF. Considering the decisive role of communication, allowing free and frequent 
exchange of information and ideas with communities, we are rather concerned that a 
major programming tool remains underused. We would reiterate our earlier plea that 
WHO and UNICEF advocate particular policies and programmes jointly at the 
Political level, and indeed at other levels—of communities, families, mothers, We 
cannot think of any programming concern which can do without the full force of 
informed advocacy, be it the proper and timely implementation of the marketing code 
for breastmilk substitutes, the creation of awareness and demand for immunization, 
the transfer of knowledge and skills for home-based diarrhoea management, or the 
concern for preventing dietary deficiencies of iron, iodine or vitamin. 
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WHO and UNICEF are together in the field of health and development. Let us be 
seen, and heard, to be so. 


9.24 Goals within reach 


E is with pleasure that we return to the midst of the representatives 
of the professional group more responsible than any other for the well-being 
of children. About this time last year we proposed on behalf of children that, 
collectively as well as in the sphere of individual paediatric practice, you be the 
vanguard of a national movement for child survival, protection and development. 
You have the scientific knowledge, professional prestige, social standing and popular 
influence to be able to do so. We recall mentioning in some detail the difference it would 
make, in terms of lives and deaths of millions of children, if the full potential is derived 
from certain low-cost technologies like immunization and oral rehydration, some no- 
cost opportunities like breastfeeding and timely weaning and certain commonsense 
routines like periodic recording of child growth as part of a package of services for 
children and mothers. 

You were prompt and forthright in your response in the form of a resolution on 
infant feeding practices and clear recommendations on immunization. These strategies 
are in full accord with the concept of primary health care and gear perfectly into the 
matrix of basic services for children. As advocates and active supporters of basic 
health, nutrition, education and environmental protection for all children within the 
next few years, we in UNICEF are glad about your resolution and recommendations. 
And we look forward in the course of this conference to learning from you the lessons 
and achievements of your experience as friends, guides and spokesmen of primary 
health care, and in particular of child health interventions. 

The magnitude: India has substantially more children than the whole of Africa. 
Given the circumstances facing a majority of India’s child population in terms of 
malnutrition, infections, illiteracy and the pressure of population, all underpinned by 
poverty, we would guess that more children in this country are denied the access to self 
development than in any comparable part of the world. It is this basic unacceptable 
situation, which refuses to yield to our fragmented and tentative efforts, that we seek to 
bring once again to your professional attention, True, infant mortality appears to have 
come down a little between 1978 and 1981, from 125 to an estimated 1 14, the rural 
figure remaining substantially higher. Infant mortality rate is an index that mirrors 
social underdevelopment. No country is so poor as to let a tenth of its children die 
before their first birthday. It is a paradox that this should be happening in 1984, in 
India, in spite of the country’s economic strength and technical manpower. 

To those of us wanting to pierce this gloom, there are two sets of strongly hopeful 
factors. First is the gathering momentum in India for the movement on behalf of 
children who are deprived of development and second, scores of current examples of 
other countries overcoming similar situations. 

Piercing the gloom: To look at the external examples first: a small country like 
Colombia has been able to lift immunization coverage by almost a million children 
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against five major childhood diseases since last June. In the process it has strengthened 
the immunization delivery system itself, having mobilized over a hundred thousand 
volunteers and set up over 10,000 vaccination posts not only in health clinics, but also 
schools and market places, parks and townhalls. 

The Cheraga district of Algeria has been able to cut the rate of infant deaths from 103 
to 43 in five years—by the use of simple, low-cost measures such as breastfeeding, 
immunization, vitamin D supplements to prevent rickets and the use of growth charts 
and education about oral rehydration therapy. 

In Bhutan some 60 per cent of the 1.3 million population suffer from iodine 
deficiency. The answer, known for a few decades now is to iodinate edible salt. In the 
course of 1985, arrangements have been made to process all salt before distribution in 
the country, for adding 30 grams of iodine to every tonne of salt. It is reasonable to 
expect that by the end of this century Bhutan will have overcome iodine deficiency 
disorders which are a drag today on the country’s development, apart from the human 
suffering from a variety of disabilities in children and adults. 

In the low-lying flood-prone district of Matlab, Bangladesh, immunization and 
home-based oral rehydration have succeeded in about three years, in reducing the 
death rate by 21 per cent, the birth rate by a similar extent and infant mortality by over 
40 per cent and child mortality by more than a third. 

Thailand is on the threshold of a major breakthrough in child health. Having 
adopted primary health care in 1977, about 40,000 village health volunteers assisted by 
over a third of a million village health communicators are active in three quarters of 
Thailand’s over 55,000 villages. They are active in monitoring the growth of children, 
in immunization, in spreading knowledge about nutrition, hygiene and family 
planning, and in overseeing the distribution of basic drugs. Surveys show a 60 per cent 
fall in acute malnutrition and a 30 per cent fall in moderate malnutrition over the past 
four years. 

Corhmendable results have been achieved in immunization over the past two years in 
parts of Nigeria and Sudan. That reminds us of a major lesson from Africa where, over 
the past 12 months an estimated five million children have died and a similar number 
disabled by malnutrition and disease. The current condition of drought and famine is 
hardest to bear for children and pregnant women. In Africa’s hour of need a movement 
for child protection—to prevent their death or irreversible withering—is more 
necessary today than ever before. Given the present state of our knowledge, it is also 
more feasible than ever before. 

A year ago, we discussed the momentum your profession can impart to the aims of 
the International Code of Marketing of Breastmilk Substitutes, adopted by the World 
Health Assembly over three years ago. We now have the information that some 130 
countries have taken some form of corrective action on the code, more than 18 
countries (industrialised and developing) have enacted national codes or adapted 
existing legislation to include the code’s provisions. At least 34 countries are currently 
drafting legislation, and India is one of them. And 11 countries have established 
voluntary agreements with infant formula industry. F 

Interestingly industrialised countries like the USA, Norway, Sweden, Finland 
and the Federal Republic of Germany have-shown a remarkably rapid return to 
breastfeeding, after the thoughtless neglect of it until very recently. The educated 
mothers in these countries are now keen to breastfeed their children—while in India 
the situation seems just the reverse. 

Signs of change: The situation of children in India, as you are aware, presents 
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intricate problems in a massive way. Here again there are some very hopeful signs of 
change in the foreseeable future. We in UNICEF are particularly encouraged at the 
opportunity to work with the governments at the centre and in the states for the 
protection and development of children in ways and to an extent we could not have 
been sanguine about a few years ago. 

The Government of India is specifically committed to a number of national goals. 
These require for their fulfilment the common and combined effort of all segments of 
society, all disciplines of knowledge including communication and the social sciences 
and the mobilizing of all manner of resources; financial, scientific, social and moral. All 
of us are aware of these national goals set for the end of the decade, and of the century, 
we would like to recall those of them that are relevant to the concerns of this 
discussion: 

— The infant mortality rate is to be reduced from the estimated national average of 
114 in 1981 to 87 by 1990 to below 60 in the following decade, 

- The maternal mortality rate is to be brought down to half the present rate of over 4 
to 5 per thousand live births at the end of the decade. 

~ About a third of the babies born have birthweight below 2500 grams. This 
proportion is to be substantially reduced. 

— Between 85 and 100 per cent of all eligible children are to be immunized against 
diphtheria, tuberculosis, whooping cough, polio, tetanus and measles, as against a 
fraction of them presently. 

— Family planning is to be promoted to the extent the net reproduction rate is reduced 
to one, by the turn of the century. 

Direct responsibility: It is one thing to discuss the need for budgets and organization 
Structures and government machinery to deliver services for children. It is quite 
another to turn the question to ourselves and ask what each of us could do. For 
example, you as a leading source of services for children might consider taking on the 
responsibility to see that every child within a kilometre of your clinic, or hospital, or 
office, or home—is fully immunized; that each family within that radius knows how to 
mix oral rehydration solutions at home; that infant feeding practices are improved in 
the same neighbourhood; that simple health messages are distributed and people told 
about hygienic’ practices like washing the hands. We can begin by demonstration 
ourselves. 

Wein UNICEF believe, and we hope you too agree, that the national goals that have 
been set are feasible within the next 5 to 15 years. UNICEF is therefore stretching its 
modest resources to the utmost in Cooperating with the government in practical ways 
to achieve these goals through work in the villages and slums. We hope the neglected 
tasks of social development are finally being faced squarely. 

There is no way of achieving national social goals except by working with small 
communities at their level. It is in such a design that your individual leadership in the 
locality of your professional practice will complement the powerful collective influence 
on national aims and programmes. 

We have had the opportunity to meet the late Prime Minister on a number of 
occasions. We found her very interested in children and in programmes and progress 
for them. She was of course interested in UNICEF as well. With all of these simple 
interventions that we are discussing, we wonder if we would be bold enough to decide 
that a complete immunization Programme, a complete diarrhoeal management 
programme, the complete iodation of salt, the complete fortification of foods with 
iron, improved infant feeding practices and improved nutritional surveillance might be 
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declared a living memorial to the late Prime Minister Indira Gandhi? The changing of 
the name of an airport, or a street, or a park are, of course, valid memorials, but a living 
memorial that ensured that within five years we could, together, immunize all children 
in India and reach every home with oral rehydration therapy, is the thought we leave 
with you. The target is feasible. The plans are available. There is no shortage of money 
or talent. What we must do is muster the will. 

In conclusion, we would make two simple points. First, the time has come for the 
paediatric profession to work closely with other groups active in the field of child 
development such as nutritionists, health educators, planners, programme managers, 
teachers and communicators. Services for children become effective when they 
converge and tend to dissipate when they do not. Second, the paediatric fraternity will 
have to follow the lead given by some among them, to reach out beyond the clinic and 
its better-off clientele to the disadvantaged majority waiting in the outer court. 

The time before us is short and, as spokesmen for children, we shudder to think of 
the consequences if we fail to achieve the time-bound national goals that have been set. 
There is however no reason that we can see why we should fail. 


9.25 A change of course 


Qz aim is to contribute to the momentum of the current movement beyond 
medical care to health care, a shift of focus from hospitals and asylums to homes 
and communities. This translation of concern will not be automatically achieved, given 
the cultural bias in favour of prestigious institutions, specialist qualifications, and 
gigantic investments. These precisely are the factors that magnify the artificial distance 
between the people and their seemingly elusive health, between modern medical 
knowledge and the pattern of much of its practical application. Luckily, the issues 
involved in this monumental distortion have been extensively debated, by and outside 
the medical profession. And some answers have broadly been agreed upon, as for 
example the concept of primary health care. This concept is as radical as you wish to 
make it, but the principal actors in moving the concept to practice are neither the 
professionals nor the governments but the people themselves. The apparent helpless- 
ness of people who are racked by ill-health, ignorance, isolation and indigence, 
remains, as ever, the central challenge and irony. And if we see the children of these 
people as human beings in their own right, we find their state of helplessness to be 
almost total. We take your invitation to UNICEF as a measure of your identity with 
the children of people in material poverty. 

We of UNICEF are convinced, on the strength of our experience and observation 
around the world that the situation can be turned around to open for the poor an access 
to essential health. And we believe this process must begin with children and can begin 
despite the present poverty of their parents. Indeed, the good news in these threatening 
times, is that changes to the situation of children at risk are occurring to an extent 
unforeseeable a couple of years ago. We would like to analyse briefly how this has come 
to be, and the main reasons beneath this trend. 

We are not suggesting that the grip of poverty has decisively loosened, or the factors 
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perpetuating it have weakened. All the same, in a country like India, if not yet in sub- 
Saharan Africa, the emancipation of children from the worst consequences of poverty 
seems to be in sight. Fewer infants are dying today than five years ago. It is possible that 
in the near future, fewer infants will be born each year than in the preceding one. These 
two factors, between them, signify a cluster of influences which belong to the spectrum 
of primary health care and could mark the beginning of an improvement in life’s 
quality across the national community. 

We do not yet know all the factors that have brought down the infant mortality rate 
in India from 126 in 1978 to an estimated 110 in 1981, a trend which seems to continue 
So steadily that, according to some, the present level may well be below 100. It seems to 
be within the realm of possibility to reduce this further by half by the turn of this 
century. This expectation is a basis for another legitimate hope that parents would be 
more willing to space births once they find the chance of survival brightening for the 
children already born. It is of course true that survival is not the fulfilment of life, which 
presumes opportunities for self-development. 

Signs of change: We would venture to believe that even as the natural environment is 
subjected by man to unprecedented Stress, thereby weakening the life-support system it 
provides, there is a welcome change in the opposite direction, a slow contextual change 
in the social-cultural-political environment. More and more people, everywhere, 
realize that their own well-being cannot coexist with degradation of life next to them. 
When many children are denied the means of development, their own children would 
be circumscribed by an environment hardly conducive to reaching pinnacles of 
development. Things must change in self-interest, if not for altruism. And the health- 


Well, the health-care system is changing, and in the right direction, but perhaps at 
slower than the needed pace. This is happening because professional groups like you 
are taking an enlightened lead, dedicated voluntary organizations are setting an 
example in the remote interior and in urban slums, and governments have, for the first 
time. staked their reputation by setting measurable health-related and time bound 
national targets, in keeping with the ambitions of the third international decade of 


your association, 
Modern medicine is all to the good, Provided its practice is in tune with social 
priorities. Medical care must therefore be harmonized with primary health care, the 


argued, they must function as teachers to the people, through community level 
workers, so that most adults have a basic knowledge of the simple laws of health and 
modes of health care. This incidentally was an attribute of several traditional societies, 
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including that of India. A re-definition of the role of the hospital and the medical 
doctor is overdue: illness is the time when travel, dependence and delay can be least 
afforded yet, as of today, a sick person is subjected to all these, often to the limits of his 
endurance. The present is a stage of transformation of a received institution into a 
responsive one. A new generation of health professionals, built around the medical 
students of today will have to see this change through, with support from organizations 
such as yours. 

It is neither possible nor necessary to wipe the slate clean and start all anew. 
Institutions have to evolve into greater social relevance, much the same way as health 
itself is a matter of adaptation to environment. The process by which community 
health will acquire primacy over medical care is thus unlikely to be fast, even with the 
full-blooded support of organizations like yours. Meanwhile, a bold beginning is called 
for, here and now, in priorities that have already been identified as feasible, even before 
a breakthrough in economic development, or a substantial redistribution of resources 
is achieved. If health services are to become effective, we must start with identifying, 
mobilizing and applying the resources that are presently available. 

Making a success: This is the context in which UNICEF has attempted to identify 
social priorities appropriate to each country which can be promoted and managed, in 
terms of national perceptions of what is affordable in terms of manpower, materials 
and money. 

Consider for example, immunization against six major killer diseases of childhood, 
which together account for some 5 million deaths among children from developing 
countries and probably an equal number of cases of disability. As you know, the 
Expanded Programme on Immunization is over a decade old in India. We understand 
that vaccination was introduced in this country well over a century ago! All the same 
the coverage of the child population is around a third, and unevenly so, among the 
eligible group. In our perception, it is possible to achieve total coverage, in the sense 
of universal access to immunization, within the next 5 years. In a country of India’s 
technological development, there is no technical obstacle which cannot be overcome in 
the way of this ambition. Vaccines are being produced in India and the shortfall can be 
imported. The bulk of the investment can be found from the domestic budget and any 
marginal deficit can be found from international support. The professional and para- 
professional manpower in the country is adequate to achieve full coverage within the 
given time. These are the considerations which has made the Government incorporate 
universal immunization as a priority programme in the seventh plan. UNICEF has 
been, and of course continues to be, an enthusiastic supporter of this major programme 
thrust. However, it is not within the capacity of the government alone, or of the 
government and international organizations together, to make the programme a 
success. The people will have to be informed of the value of immunizing their children, 
the procedure, the time, the means and the minor side effects. The awareness building 
must be matched by the physical facility. The people must be organized to demand 
immunization as a matter of their children’s right. Parents must get used to 
immunizing the children as an invariable routine. It is perhaps easier to ensure the 
“coldness of the chain” than to achieve social communication and change in attitude 
and behaviour. But the challenge has to be faced, because the opportunity is open. 

People’s programmes: The best chance of success lies in focussing on compact 
neighbourhood communities, on strengthening the service infrastructure by comple- 
menting the government facilities with those outside it, sharing the responsibility 
in mutual support and associating the community’s representatives in planning, 
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implementing and monitoring. What is generally perceived as a government scheme 
must become a people’s programme with government and professional support. It is in 
this transformation that you as an organisation, and as individual practitioners, can 
play a decisive role, in your sphere of influence, as teacher, coordinator and problem- 
solver. If the immunization programme succeeds in India as planned, the first firm step 
will have been taken towards community health. 

What is true of immunization is equally true of each of the other perceived priorities. 
Indeed, their pursuit could benefit from the social momentum being generated for 
immunization. Here again, it is a matter of medical institutions adapting to another 
culture which affirms the inherent capacity of the human being to take care of his own 
health. Thus a child with diarrhoea brought to a hospital could be welcomed with a 
drink of salt and sugar solution, may be with potassium and bicarbonate added, 
pending whatever other procedure to follow. The mother could herself see how this 
nutritional first aid is within her own means. The importance of such training to build 
the skill and confidence of the mothers becomes clear when it is remembered that 
probably of every 10 children born in developing countries, one will die of a disease in 
which diarrhoea plays a part, It is not incidental, that India’s seventh plan proposes to 
empower mothers to manage childhood diarrhoea at home, to an extent that will 
reduce diarrhoeal deaths by half, by 1990. This again is achievable if professionals like 
you assume with determination a specific social role. 

In particular contexts, there are similar equal priorities, like iodine deficiency 
retarding brain development, anaemia depressing physical growth as well as learning 
capacity, lack of vitamin A leading not only to shades of blindness but, as has recently 
been inferred, also to lowering the resistance to infection. 

And there are other priorities of universal validity and of no less importance, like 
prolonged breastfeeding and timely supplementation. Cannot the conventional 
hospital procedures be turned around to support the mother, rather than come in her 
way of breastfeeding the baby? As you know, an Indian National Code for protection 
and promotion of breastfeeding was approved by the Government of India, and is 
awaiting legislation. The sooner it becomes law the better, but we need not wait upon 
that event. Your advice to the mothers, influence with the community and decisions at 
the hospitals you run are more decisive than any law enforcement mechanism. We do 
not have to state that an infant food even approximating in value to the mothers’ milk, 
is yet to be invented. There is no better example when “food is medicine.” Practices 
violating the national code continue within the health system, at the market place and 
in the communication media. The movement against breastmilk substitutes needs to be 
maintained, on your initiative and leadership. Considering that there is no more 
effective element of primary health care than breastfeeding, may we suggest you 
consider an appropriate resolution in its support? 

We know that the period before birth and the first two years of life are decisive for the 
development of the child, particularly of the brain. This implies that we give much 
greater importance, than we usually do, to this period, in terms of child care. Nor do 
we freely share this knowledge with millions of mothers whose concern is defeated by 
their lack of access to basic information. Two-way communication, through every 
possible channel, prominently including the person-to-person interchange, has 
assumed an importance it never was given. 

We have argued that the concept of primary health care has the potential to liberate 
medicine into a health-giving discipline. And we have suggested that, in this approach, 
primary child health care must have the Priority. We are conscious that a whole cluster 
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of issues will rightly engage your attention, such as the interface between health and 
nutrition, religion and medicine, politics and health. Primary health care, with focus on 
the child, does not come in the way of resolving these highly relevant issues, but rather 
helps the process, by allowing room for the people and their children to be at the centre 
of the scheme of things. 


9.26 Primary child health care 


WE welcome the opportunity to learn from the almost unequalled rich- 
ness of experience in health care under the inspiration of the Roman Catholic 
Church, We are not surprised that in 1973, five years before the Alma Ata Declaration 
on primary health-care, your Association chose for a similar annual convention the 
theme: Health for the Millions. We are aware that your member units have struggled, 
particularly in the years that followed, to make this slogan a reality. You have 
recognized earlier than most others that hospital care and other ways of dispensing 
medicines, are only a small part of health promotion. Encouraging reports appear 
periodically on how your health workers, in association with the nuns and priests 
spread out even in remote areas, have tried to organize communities of optimal size in 
compact areas, regardless of religious affiliation, and engaged them in the effort to 
rebuild their lives through better access to the means of health. The concept of holistic 
health, embracing the dimensions of social, economic and moral development, owes 
not a little to the practical philosophy that guides you in your daily work. It is thus 
natural for us in UNICEF to look upon you as a major ally in the conquest of ill- 
health, especially of children and mothers. 

You have chosen for this convention the theme: Our Response to the Silent 
Emergencies of Our Times. We would like to invite your pointed attention to one such 
emergency and to the many-sided response to it, that is feasible in our own time, In 
doing so we shall focus mainly on India which has the largest national aggregate of 
victims of this particular emergency. 

Making silent emergencies heard: As you know the health system in India is large 
and fairly developed and continues to grow. There are over 660 thousand registered 
medical practitioners from different health disciplines, in addition to well over a 
million other health workers of one kind or another including traditional birth 
attendants. The public health expenditure per capita has doubled in the course of the 
last decade. And the number of privately organized hospitals and health centres has 
been steadily increasing. In spite of all this, one out of every 10 babies in India dies 
before his first birthday. Two more die before the fifth birthday. This rate of infant and 
child mortality is unacceptably high by any standard—medical, ethical or inter- 
national. This emergency is silent only in the sense that it is dispersed in space and time, it 
happens mainly among the lowliest and the lost, and therefore mostly muted. Before 
the emergency can be ended, we must make it heard. The silence must first be broken. 

A high infant mortality rate is a reflection of many aspects of the social, economic 
and political environment. There are two familiar schools of opinion on the means to 
change the adverse situation. One view sees structural impediments coming in the way 
of any lasting situational improvement. Another view puts economic growth as a 
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precondition for social development, including a reduction in infant and child 
mortality rates. 

While changes in the skewed structure of society as well as growth of the national 
economy are essential to assure proper human development, it is inconceivable that 
infants and children should wait upon either, for meeting the simple basic needs of their 
natural healthy growth. More so at a time when neither economic development nor 
social reordering seems to be picking up pace. This is the context and reason why 
UNICEF seeks to mobilize opinion, resources and action, to come to the rescue of 
children at risk —despite present poverty and social inequalities. As the children of the 
materially poor survive and grow up better fed, healthier and better educated, 
economic development will naturally be hastened and social inequalities are bound to 
weaken. Different priorities can thus be harmonized. 

Elements of community health: The proof of this prospect can be seen in the 
community health projects organized by committed health workers, including some 
members of your association, in different parts of India. Some of them are hospital- 
centred while the others are community-based. The mix of activities may vary 
depending on the local needs and resources but almost invariably, they have a basic 
orientation towards the primary health care approach, with accent on prevention— 
prevention not only of suffering but equally of an irreversible loss of time, money, 
material resources, peace of mind, and above all, human potential. The concept of 
community health is perhaps still in its infancy in India, but the initiative taken by some 
of the community health projects hold the promise of steady spread and durable effect. 
For example: the training and equipping of traditional birth attendants; training of 
community health workers to identify high-risk mothers and infants for intensive care; 
greater attention by communities to environmental sanitation; training of health 
workers in home management of diarrhoea; equipping health workers in antenatal and 
infant care, especially immunization and basic education in health and nutrition. Some 
have gone farther to tackle the deeper sources of malnutrition and ill-health through 
awareness and capacity building, through cooperative organization of productive 
activity. Health workers, communicators, educators and social workers have taken a 
lead in establishing such basic services, often with professional help from outside, 
sometimes with government support. In areas of such activity, poverty may not have 
disappeared, but its hold has loosened, infant mortality rates have come down, 
communicable diseases have been controlled, nutritional status has improved, levels of 
literacy have risen. To multiply these local successes on a national scale is the 
developmental answer to silent emergencies. 

The times appear propitious to make a bold and renewed initiative. The National 
Health Policy, passed by Parliament in December 1983 seems to make a valuable 
distinction between conventional medical services and simple health related tech- 
nologies. More and more people recognize that modern medical services are too 
expensive for the generality of the people even when these are appropriate to their 
health needs. There are, in contrast, inexpensive and scientifically sound alternatives to 
safeguard child health and development. It is encouraging therefore to see that the 
seventh national plan aims at universal immunization by 1990. Also, a national 
programme for home-based diarrhoea management is being launched, to reduce 
diarrhoea related child deaths by half by the end of the decade. Another national 
commitment seeks to iodinate common salt in endemic areas of iodine deficiency which 
puts some 120 million or more people at risk in India. The inverse relationship between 
iodine deficiency and brain development, in the womb and early childhood, has been 
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brought out only recently. In parts of eastern Uttar Pradesh and Bihar, some 4 to 15 
per cent of all children born are in danger of mental retardation to the point of 
becoming cretins. The health profession, not to speak of public opinion, is yet to 
respond in any significant way to this “silent epidemic”. Roughly half the children and 
mothers of India may be anaemic to an extent that significantly depresses physical and 
mental efficiency. A nation-wide programme, is yet to crystallize on anaemia. But that 
need not come in the way of the non-government sector taking a determined initiative 
in areas of their active presence. 

The risks that we have touched upon are by no means an exhaustive list of threats to 
child life and development. There are others like Vitamin A deficiency, perhaps more 
extensive in its spread among the population and in its damage to the human system 
than hitherto suspected. Peculiar to each environment there are numerous other 
obstacles to child life, like respiratory infections which take a heavy toll...in child 
health and child lives. Maternal malnutrition, as an impediment to child survival and 
development, is highlighted by the fact that about a third or more of all children born in 
India have a birth weight below 2.5 kg, which means some 7-10 million children each 
year. Such babies are three times more likely to die in infancy than babies of normal 
weight at birth. It is a deeply disturbing inference that about 18 per cent of all deaths in 
India are contributed to by low birth weight infants. Clearly, infant mortality is 
unlikely to be lowered significantly unless birth weights can be increased. 

Perhaps, among all the possible responses to factors threatening child life, the most 
natural, the least difficult and the most important is allowing the infant access to his 
mother’s milk. While we await legislation of the Indian national code for protection 
and promotion of breastfeeding, many of its principles are violated by manufacturers 
of breastmilk substitutes, by advertising media and, we regret to add, by hospitals 
themselves. For example, hospitals ought to encourage “rooming in,” to initiate 
breastfeeding within the first hour of delivery and to minimize separation of the 
newborn from the mother even in cases of abnormal delivery and operative 
intervention. Equally, the health system ought to encourage the use of home-made 
weaning foods from the age of 4-6 months in addition to breastfeeding—as a matter 
of greater priority than “medical” attention. 

Moving ahead: We noted the opportunity that presents itself to a health network 
such as yours. You have the strength not only in technical manpower but uniquely in 
the social concern, motivation and credibility provided by thousands of parishes. 
Centered on this local presence, community health projects can come into their own, 
provided people are organized and made aware of their inherent capacity to preserve 
and promote health even in adverse circumstances. Your hospitals and health centres 
can promote a series of innovations, supportive of people-based primary health care. 
For example, the national code on breastfeeding could even now be faithfully and 
rigorously implemented in your hospitals, health centres and community health 
Projects. A similar effort could be made in heralding the practice of a strict code for 
essential drugs, of which principles and examples are available. Every contact of the 
hospital with a child or woman could be used to check and ensure that immunization of 
pregnant mothers and young children is proceeding to schedule or has been completed. 
Every child brought to hospital with diarrhoea could be welcomed by a drink for oral 
rehydration before initiating any other procedure. The occasion could also be used for 
training the mother, or other family member, in the preparation and administering of 
the salt-sugar solution. In fact, the orientation of the hospital could shift from medical 
Practice to health practice. And in this, the social support through parish priests and 
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nuns could make the difference. The number of community health projects could be 
increased by activating the people themselves through social communication and 
community organization, and without having to resort to monetary investments on 
any large scale. 

Every church-related health unit and health worker could assume the educational 
and promotive responsibility for the health of all the people living in their own defined 
geographic area. To the extent government or other health facilities are available in the 
area, the common responsibility becomes easier to discharge through a cooperative 
working relationship. Indeed the search for allies could and should go beyond the health 
sector and involve, through patient striving, the range of public and private agencies 
active, one way or another, in the area—government institutions, the business 
community, the school system, professional groups, social workers from sister 
religions or of secular persuasions. The aim could be to ensure that all the elements of 
primary helath care, as spelt out in the Alma Ata Declaration, are built up in steady 
progression, starting with primary child health care. When the community, the health 
professionals, the hospitals and the church have rallied to the support of the child, we 
would have left behind issues of child survival, and be concentrating on child 
development. 


9.27 Working against time 


ORE than at any time in the past of our two organizations, WHO and 

UNICEF, are called upon to measure up to quantified, nationally defined and 
time bound social development targets. At the midpoint of the 1980’s, the time to fulfil 
our committed tasks is so short that our working partnership at the country-level and 
even the subnational level is not merely desirable but has become a compulsive 
necessity. In all the countries of the region, UNICEF has assumed specific programme 
responsibilities well beyond advocacy and advice. 

We are involved in practically all the stages from planning to evaluation of several 
primary health care development tasks of which the acceleration of the Expanded 
Programme on Immunization, a decisive coverage for safe water and basic sanitation, a 
breakthrough in the control of diarrhoeal diseases and the reversal of the damage from 
iodine deficiency disorders are among the more challenging ambitions. These stretch to 
the utmost our modest financial and manpower resources. Nevertheless, the fact of the 
far greater and unprecedented commitment of the governments themselves, the 
mutuality of support with sister organizations like WHO and, above all, the conceptual 
and operational strength inherent in involving the people themselves, encourage us in 
the hope that we could get things done at country level in the promotion of primary 
health care. 

Weare glad that the WHO-UNICEF collaboration in EPI figures rather prominently 
on the agenda. We recall expressing our conviction, in this forum two years ago, that 
“if WHO and UNICEF speak to the governments with one voice, the chances of 
universal immunization by 1990 need not appear as remote as they sometimes do”. 
Yes, having spoken with one voice globally, we have to act with our energies joined at 


Survival in Health 285 


the national level. It is a good augury that this has begun to happen. And the system of 
monthly co-ordinating meetings is helping to share information and harmonize 
approaches in EPI, as well as other programmes of shared interest. 

Empowering the community: We cannot however help reminding ourselves that EPI 
is more than a run-up to 1990 but will have to be kept on course for years to come. And 
this is possible only when all its dimensions are balanced in strength—to the point 
when universal coverage is a primary responsibility of a primary health centre, coming 
within its own competence, and also becomes a habit with mothers from low income 
groups. It is a humbling thought that governments, with the financial, technical and 
manpower resources at their command, will not be able to control this equation of 
supply and demand—notwithstanding support from international development 
organizations such as ours. This is where organizing local communities to higher levels 
of awareness and initiative through what may loosely be called social communication, 
becomes the critical determinant of success. But it is useful to remember that there is no 
magic formula or one-way channel to achieve communication. Often, people do not 
get the message the communicator intended to convey, much less persuaded to change 
their attitude. Tested through trial and error, communication and interaction— 
accompanied by an efficient delivery of services may be expected to bring about the 
behaviour change we are seeking. 

This challenge is even more in a programme like home management of diarrhoea 
where the attempt is to make the mother as good as a paraprofessional. Not that there 
will be an inadequacy in motivation or skill on the part of mothers, but the programme 
promoters and implementers may be unequal to the task of reaching and relating 
themselves to the environment and psychology of villagers and slum dwellers. And this 
brings us to the need for a preparatory understanding of the social and cultural mores 
of project populations. 

We have laid the foundations at the regional and country levels for an all-out effort 
to contain iodine deficiency disorders. The expert group meeting in New Delhi, and the 
international workshop that accompanied, did succeed in generating the technical 
consensus essential for further progress. The recent formation of an international 
council for IDD control should help; but hastening the pace of programmes, country 
by country, stretches national capacities to mount and synchronize a vigorous multi- 
sectoral, inter-disciplinary effort. It is crucial in this context that WHO and UNICEF 
set an example of inter-agency co-ordination, aimed at controlling IDD in the region 
in the next five years. 

On a wide front: Given the goal of primary health care for all, we have to move across 
the whole front, many segments of which remain relatively weak: anaemia control for 
example; or containing acute respiratory infections; or promoting rural sanitation; or 
reducing the incidence of low birth weight; or a decisive move against the multiple 
danger to the young from vitamin A deficiency. We need to begin to act together on 
these as well. 

It is good to see the renewed priority for action in relation to essential drugs. But let 
us be vigilant and jointly active in preventing the continued violation of the 
international code for the marketing of breastmilk substitutes, in several countries of 
the region. 

We had intended to be brief. And let us conclude by saying that the aim of universal 
access to primary health care by the end of the century will become immensely credible 
if we move confidently together towards primary child health care for all. We believe in 
most countries of the region, this is feasible by the end of this decade. 
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9.28 A coalition for children 


ATIONAL associations of public health have traditionally made decisive 

contributions to health and development in several countries, developing as well 
as industrialized. In both these groups of nations, the influence of public health 
associations on trends of future development could be even more pronounced than in 
the past, for, the present promises to be a time of transition to greater access to the 
means of health for an ever greater number of people. This is a promise which has to be 
redeemed, substantially and in our time. Such is the context of the topical significance 
of the concept of primary health care, articulated some seven years ago, endorsed by 
most countries since then and chosen by you as the theme of this discussion. 

The thesis which we shall try to develop today is that primary health care must begin, 
logically and necessarily, with child survival, protection and development—on the 
initiative of professional associations such as yours. And, we base our argument on the 
premise that there can be no higher public health goal than the health and development 
of children, 

It is common, but rather misleading, to view primary health care as an absolute 
alternative to conventional medical care. Both are founded in science; but modern 
medicine, in its actual practice, has tended, due to social reasons, to distance itself from 
the generality of people and price itself out of the popular market. And, in response to 
such a situation, medical practice seems to have chosen to justify its increasing costs by 
the pursuit of specialisms, to the neglect of their inter-relationship, and with scarce 
regard to a holistic concept of health. We believe primary health care has come as a 
prescription based on this diagnosis. Its role is to build a bridge between modern 
medicine and human health, between natural sciences and social sciences in the context 
of health and development. 

It is not as if the relevance of primary health care is limited to low-income countries. 
Industrialized nations are finding it difficult to maintain public health systems and 
other health-related social support services, due to spiralling costs. Falling ill has 
become a luxury even to the rich, Preventing sickness by promoting basic health has 
become a necessity for the rich as well as the poor. 

No alternative to collaboration: Thus you find, for example, the American Public 
Health Association of the United States taking an unusual interest in simple cost- 
effective technologies, to address specific health issues of domestic America, many of 
which are international health concerns as well. Before we illustrate with some 
examples, let us clarify that the Public Health Association, irrespective of the resources 
it can directly mobilize, cannot and does not expect to address, all by itself, problems of 
a societal nature and spread. The same is of course true of governments, any. 
government, their enormous power notwithstanding. Thus whatever new approaches 
or programmes promoted are collaborative arrangements with a wide variety of 
organization, multilateral or voluntary, governmental or religious, universities, 
consulting firms, private foundations, local bodies and, not the least, the media. 

Points of departure: Now, some recent examples, or new beginnings if you will, of 
trends in American public health endeavour represent points of departure from the 
past. For instance, many breastfeeding programmes have been established in the US 
in the last few years.And among the remarkable successes has been the high rates of 
breastfeeding achieved in several areas like the Bronx, starting from low levels. The 
national aim, as expressed by the surgeon-general, is that, by 1990, seventy five per cent 
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of mothers discharged from a hospital after delivery will breastfeed their children and 
35 per cent will continue lactation until six months of age. As you know, there has been 
a popular movement, a coalition of many social forces, opposing with significant 
success, the marketing of infant formula in violation of the WHO-UNICEF code, 
endorsed by the World Health Assembly in 1981. We thus see modern science 
rediscovering the many strengths of the mother’s milk, rather than devoting itself to an 
obsessive pursuit of finding substitutes for nature’s recipe. In this process, a cardinal 
principle of primary health care has been vindicated. 

In a similar effort, the fight to control and prevent, rather than treat and cure, 
communicable childhood diseases is unrelaxed in the industrialized countries. The 
improved measles vaccine, for example, was licensed in the US only in the late 1960’s 
and its use over the next 10 years prevented an estimated 24 million cases in that 
country, achieving a cost saving of some 1.3 billion dollars. Research and development 
continues the world over to further improve vaccines of all the preventable diseases, to 
make them more heat-stable, to reduce the number of doses, to simplify the techniques 
of administering them—so that the enormous cost-effective potential of immunization 
is fully realized by all the peoples of the world. And, immunization is as we know, an 
explicit element of primary health care. 

It may be news to some that the demand for oral rehydration therapy (ORT) has 
been steadily increasing in the US. And this, in spite of childhood diarrhoea not being 
such as to imperil the lives of a large number of American children. Although 
American physicians were initially reluctant to use ORT, it has become almost 
universally accepted since the early 1980's. Research in the US has shown ORT to be as 
effective for diarrhoeal rehydration as intravenous therapy. Combined with other 
primary interventions like immunization, ORT has helped to dramatically reduce 
infant and child mortality among low-income populations in the US. Though the 
overall infant mortality rate in the country is low, the rate, as of 1981, was 20 for blacks, 
a level twice as high as for whites. 

Relevance to low-income groups: We have mentioned a few details of relatively recent 
American experience mainly to show how much more essential simple low-cost health- 
related technologies are for a country like India, with an infant mortality rate of over 
100 in relation to a population thrice as large as the US. It can be argued that the stage 
of development of a country is reflected in the level of infant mortality. All the same, 
the existing level of India’s scientific and economic development should logically 
correspond to a substantially lower infant mortality rate than what it is. This 
imbalance can be corrected within a few years, because India has the resources, 
material and social, to achieve it. 

It is at this point of decisive action that the primary health care concept becomes 
relevant: the community-based approach, training of para-professionals and commun- 
ity workers, professional back-up, organic linkages with the health and other service 
systems, social mobilization of resources, pressing into service all possible channels of 
two-way communication between health workers at all levels on the one hand and the 
community on the other—all this strengthened by strong political commitment and 
government support. If this be the overall scheme of the primary health care approach, 
all the elements of primary health care itself are affordable even for low-income 
Populations and as effective as any tested alternative. 

Range of interventions: We thus come back to the urgency of a whole range of 
health-related interventions within and outside the health sector awaiting to be made 
accessible to the people, all people: the benefits of breastfeeding; proper weaning 
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foods and weaning practices; immunization including disease surveillance; oral 
rehydration therapy complemented by measures like clean water supply and basic 
sanitation to reduce the incidence of diarrhoea itself; nutritional support to those who 
are deprived of the means to it and to those who are deficient in vital micronutrients 
like iron, vitamin A and iodine; eradication of locally endemic diseases—from guinea 
worm to leprosy; maternal and child health care side by side with birth spacing and 
family planning; and to underpin all these efforts, health education in the widest 
possible sense of the term. p 

As we spell out the practical implications of primary health care in the context of 
India’s needs and aspirations, we find that preventive and promotive principles of 
health and development demand that we begin necessarily with children; which really 
means that we begin with the mother. 

The interlocking nature of the interventions is another aspect that stands out clearly. 
The success and sustainability of any one intervention are conditional upon advance 
on the other fronts. And, experience shows that it is often easier, as well as more 
effective, to deliver child related services together than separately. That is to say, 
different delivery channels could converge on the same children at the same time; and, 
wherever possible, services could be channelled through the same delivery system. 

That brings us to the need to activate and co-ordinate the efforts of all interest groups 
as well as government agencies concerned with the well-being of children. As you 
know, the Government of India has set some reasonable targets for reducing infant 
mortality rate to 87 by 1990 and to below 60 by 2000. An intensified immunization 
programme, to be completed in phases, has been launched by the prime minister, with 
the aim of universal coverage by 1990. A national programme to propagate oral 
rehydration therapy has also been started—for reducing the number of diarrhoeal 
deaths of children (estimated to be nearly 1.5 million each year) by at least half in the 
next five years. 

It is essential that similar well-defined goals are set and pursued in respect of: 
reducing the incidence of low birth weight by ensuring maternal nutrition; better care 
during delivery by increasing the availability of trained attendants; access to nutrition 
through employment and income, pricing and distribution; at least one perennial 
source of potable water in each village; monitoring the growth of infants and young 
children as a standard component of primary health care programmes—by making 
available growth cards, weighing scales and training facilities. 

Community self-reliance: Some of these goals have been translated into quantified 
national targets; others need to be so defined and worked for as soon as possible. 
However, if global experience is any guide, it is a task which interest groups like your 
association have to share with the government. And this task consists, not so much of 
providing things to people to the point of making them dependent on the providers, 
but rather of listening to them and communicating health education messages to them 
so that they feel impelled to organize themselves and assure their own health care with 
whatever social, economic, professional and government support necessary in a given 
situation. 

The social dimensions of promoting primary health care needs to be seen differently 
from the promotion of commercial commodities, This distinction is of the essence of 
development communication. The product is often non-material and consists mainly 
of correct understanding, and practice. Even when there is a monetary price, it is low 
and affordable by almost everyone; or it may be non-monetary—like the effort 
involved in taking a baby for free vaccination. The profit is not for the promoter but for 
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society and its individual members, in terms of monetary savings and even more in 
terms of improved health status or lowered mortality rates. 

While all population groups, irrespective of socio-economic status, are to benefit 
from primary health care, it is the poor and the illiterate segments who deserve priority 
in the even distribution of correct information and services. Professional perceptions 
and programme strategies need to be adjusted accordingly. 

We believe your association can play a major role in furthering the aims we have 
touched upon. A practical way of proceeding is for each of your members to assume 
the responsibility for promoting primary health care in a defined population group. 
The reduction of the infant mortality rate in that community could be a measure of 
achievement. All interest groups in the area could coalesce around this goal. New 
interest could be generated, for the common good, in the business community, 
religious bodies, voluntary agencies, the schools system, the services network and the 
media. Resources of government agencies and non-government organizations could be 
re-dedicated to the task. People’s awareness could be built up to the point that the 
demand for the services stimulates and matches their supply. 

To make a success of this process, large investments are not needed. The involvement 
of the people would be the biggest investment in their own good. The success in one 
area could generate a healthy competition in replicating it in other locations. The 
professional competence and organizational flexibility of your association should 
enable it to complement the government effort in a significant way. This is the 
experience and the lesson from several developing countries who are presently making 
use of the methods of primary health care to reduce mortality and promote 
development of their children. Current economic problems only heighten the relevance 
of this approach. There is no reason why India should not accelerate the pace of its own 
progress in this direction. 


9.29 A perspective on immunization 


WE would like to join the voice of UNICEF to the welcome being extended 
to the distinguished members of the Global Advisory Group on the Expanded 
Programme on Immunization. 

This part of the world is familiar with the vaccination procedure for well over 100 
years, yet for one reason or another, the region has not achieved anywhere near 100 
per cent coverage in immunization. Rather, the sixchildhood diseases continue to take 
their toll in terms of child growth and development, and of child life itself. 

It is against this background that public opinion and public policy have veered to a 
social and political commitment to immunize every child and pregnant woman by 
1990. If this is a tall order, it is our function to tackle the specific factors that come in its 
way. In this context, UNICEF is encouraged that the EPI Global Advisory Group has 
interpreted its role not only in technical terms but also in a social context. We refer to 
your interest to social communication as a trigger as well as support for immunization. 

Factors of success: We consider that the success of EPI hinges—like the other 
elements of primary health care—on transcending the limits and limitations of the 
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conventional health sector, without severing its roots that run in that sector. There is, 
for example, no reason why the facility of immunization be restricted to illness-care 
institutions or professionals—especially when the clientele are children and women 
who are not ill. 

If multiple channels in and outside the health sector are to be activated, the only 
known method to do so is to communicate this social concern in persuasive and 
interactive terms, up to the point where public interest expresses itself in sustained 
activity. This is what UNICEF means by mobilization through social communication. 
The effort can, of course, be mounted only on strong technical foundations, supported 
by sound financial, logistic, information and management resources. 

Mobilizing the community has, however, a role that goes beyond activating public 
and private service agencies in and outside the health sector, for an urgent, cost- 
effective, social priority like immunization. Mobilization implies an awareness on the 
part of the people and of mothers in particular, of the value of immunization. Such 
awareness has to be raised to a level that is adequate to make a demand on a public 
service that happens to be free of cost and intangible in outcome. This is a direction in 
which we have to move some way, and also learn as we go. Only when the people make 
the immunization programme their own, can it be fulfilled and sustained at an 
optimum level. 

A closely allied aspect of the attempt to achieve and maintain high coverage in quick 
time, is the control on a variety of factors related to area-specific variations, availability 
of personnel, logistic planning and resource constraints. The political direction in the 
form of national policy and budgetary support and broad guidelines have to be 
matched by detailed implementation planning at the local level in terms of all the 
factors that have a bearing on provision, acceptance and maintenance of the service. 

Complementing services: It is at this point that UNICEF considers the convergence 
of immunization, with other mother and child health priorities, possibly through the 
same delivery channel, appropriate and cost-effective. We are happy to note that you 
are considering ways of bringing together immunization and control of deficiencies in 
iodine and vitamin A and we look forward to your recommendations. The lessons of 
our experience suggest that the elements of primary health care are easier to promote 
together than separately. In fact, wherever primary health care is reported not to have 
succeeded, the reason could mainly be traced to the missing bands in the service 
spectrum. 

That leads us to the need for a regular contact, at the community level, between 
mothers and children on the one hand and health and nutrition services on the other. 
There is no economical alternative to such an arrangement to assure basic services 
including information and guidance for the survival and development of children. As 
we know, immunization has to continue indefinitely as a programme, but it is putting a 
drag on its own viability if it seeks to remain for ever as a separate service independent 
of others in the primary health care cluster. 

Reasons for optimism: We would conclude on an optimistic note. Public conscious- 
ness of the preventive value and need of universal immunization is greater than at any 
time before. Public policies are highly supportive of attaining universal coverage in the 
next few years. The basic structure of a delivery system is very much in place in most 
countries. The necessary investments have mostly been made for supportive facilities. 
What is required is an additional infusion of relatively modest investment to readjust 
the strategy of the immunization service. The supply and the service have to be led to 
higher levels of coverage and efficiency by the demand for these. And, the demand has 
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tocome from the people, the mothers mainly. It has been shown in many countries that 
such a demand can be generated, and maintained. This is especially so, if the unit of 
planning and implementation is a compact area which has and uses accurate and 
complete information to evaluate its own programme and actually demonstrate the 
control of disease. 

For us in UNICEF immunization represents a core component of the strategy of 
child survival and development. Together with allied programmes in health and 
nutrition, it heralds a new ethic for children, the main elements of which are: priority in 
national planning for children, acceleration of concurrent basic services for children 
towards universal coverage, demystification and sharing of technical knowledge 
relevant to child survival and development and promotion of social learning processes 
and action through social communication. 


9.30 A focus for holistic health 


E are attracted by the central theme of the deliberations, namely, an inter- 
sectoral approach to maternal and child health care. As a professional 
association whose function is to improve the capacity and effectiveness of its members, 
you could not have chosen a topic of greater long-term potential for public health. 
We say so because mother-and-child, as a single biological-and-social unit, is 
necessarily the focus for any organized effort towards holistic health. Also, improved 
health, as a human right, depends heavily on the integrative principles underlying the 
concept of primary health care. While these propositions have been widely accepted, 
progress on the ground towards them has been slow, at times problematic—with the 
bright exception of numerous locally successful projects. On a national scale, access to 
health care in most developing countries, is limited in effect to 15-20 per cent of the 
population, mainly in the more affluent urban areas. A bold approach that gives 
priority to reaching the people in greatest need awaits the renewed initiative of public 
health professionals. The climate for such social enterprise is, we would say, 
propitious. This is mainly because of the relatively recent coming together of several 
strands of health policy, of the organizational instruments for implementing it and 
increasingly of the channels of service delivery. 

For example, for the first time, the responsibilities for promoting the small family 
norm and for ensuring the survival of children have been seen as mutually reinforcing 
and management of those delivery mechanisms has been strengthened. 

This is to our mind, quite significant because contemporary history shows that 
family planning and child survival belong together. If there are fewer deaths in the 
womb, at birth and during early childhood, there will be fewer births. This 
demonstrated relationship has been reinforced by recent research, 

Again, the nexus between health policy and programmes on the one hand and 
scientific principles, technological options, and communication possibilities on the 
other has grown stronger than ever before. 

Solid foundations: The natural connections between several pairs of crucial factors 
are beginning to be recognized and acted upon: like, health and food supplies, nutrition 
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and farm production, infections and environmental sanitation, improved communic- 
ations and education, womens’ education and their family responsibilities. Ways must 
be found to bring together this variety of concerns. 

There is no technology or scientific principle involved in promoting maternal and 
child health that is not known or not available in India. Most of these options make 
relatively modest demands on financial resources. In these days of rapid means of mass 
communication, it is possible to reach the most important health workers, namely, 
mothers, including those who may be illiterate and in remote rural areas. 

This constellation of favourable factors rests on solid foundations. As you know the 
public health infrastructure has been built up into one of the largest anywhere. The vast 
network of primary health centres and sub-centres was started in the early 1950s 
mainly to promote maternal and child health. Over the past decade and more there has 
also been a parallel development involving major health related facilities to children 
and mothers. We are referring to the expanding Integrated Child Development 
Services (ICDS) now covering over a fourth of the country. In addition there have 
been, for some years, other national programmes of relevance to maternal and child 
health, like immunization, blindness prevention through vitamin A distribution, oral 
rehydration therapy for diarrhoea management, distribution of iron and folic acid 
tablets for anaemia during pregnancy and goitre control by iodinating edible salt. 
What is needed at this stage of development appears to be two-fold: coordination of 
related functions through organizational readjustments and mobilization of resources 
of many kinds through social communication. 

Institutional collaboration: The process of intermeshing diverse programmes implies 
collaboration and therefore functional coordination among them. Coordination of 
separate, sometimes competing institutions, agencies and experts becomes as import- 
ant as mobilizing resources, knowledge, skills, personnel and enthusiasm, if universal 
access to health care is to be achieved. 

At the same time, the need for concerted action is urgent, as the maternal and child 
health programme as a whole is yet to produce any spectacular change in the mortality 
rates of mothers, infants and pre-school children, or for that matter, in the population 
growth rate. The solutions for the massive health problems relating to women and 
children, who represent two-thirds of India’s population, are known yet not within 
reach. The fairly high adverse national averages for most mother and child health 
indicators, in fact, conceal the even greater adversities facing mothers and children in 
the poorer half of the population in tribal areas, inaccessible villages and urban slums. 

In 1985 there were nearly 200 million women and children below the poverty line. 
And this is the widely scattered group that is most susceptible to disease and most 
vulnerable to death. There are no reliable data or estimates on levels of morbidity, but 
surveys indicate that less than 15 per cent of children below five years may be ina 
normal state of nutrition. The remaining 85 per cent suffer from varying degrees of 
malnutrition—32 per cent from moderate, 48 per cent from mild and 5 per cent from 
severe forms of malnutrition. According to conservative estimates, around 40,000 
children are turning blind each year due to vitamin A deficiency. Some 40 million 
people, more females probably than males, suffer iodine deficiency disorders. About 63 
per cent of the children below three years of age and 45 per cent between three and five 
years and at least half the pregnant women suffer from iron deficiency anaemia. 

A new ethic: We would describe the needed departure in mother-and-child health 
care as a new ethic for children. Let us sketch what we think should be its main 
elements: 
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First, we must accept the principle of Children First. This implies that mother-and- 
child health must be the first charge on our resources, as an investment in basic human 
development. 

Here we invite your attention to the recent SAARC Conference on Children which 
resulted in a clear definition not only of approaches to basic human development from 
the earliest childhood, but also of immediate priorites starting with the female child 
and the adolescent girl, proceeding through each stage of childhood right from 
conception and relating the process of change to the physical and social environment. 
This is but a renewed start yet it is a comprehensive prescription which we would 
commend to your professional attention. 

Second, there is the need for greater urgency and acceleration towards universal 
coverage in positive and fairly simple interventions on behalf of children and mothers. 

Third, there is the allied imperative of simultaneity and convergence of services or 
interventions for children. It is at this point of decisive action that the primary health 
care concept becomes relevant: the community-based approach, training of para- 
professionals and community workers, professional back-up, organic linkages with the 
health and other service systems, social mobilization of resources, pressing into service 
all possible channels of two-way communication between health workers at all levels 
on the one hand and the community on the other—all this strengthened by strong 
political commitment and government support. 

Fourth, the process of social change must have a firm basis in the community. There is 
need to shift to the centre of gravity of the design of health care (and other factors of 
development) from the professional elite to the under-developed community. 

And fifth, the sharing of life-saving and life-enhancing knowledge is a crucial element 
of anew ethic in relation to children. It is this aspect of health promotion that the Alma 
Ata Declaration refers to as health education. In its broader connotation, it may be 
called a social learning process. 

Conditions of success: A new ethic for children would depend for its success on what 
is sometimes called a health developmet network. It could build on existing strengths, 
assign a manageable range of responsibilities to local institutions, and co-opt all 
feasible channels of co-operation. The network could find local solutions through a 
learning approach based on an assessment of needs, resources and demands, with 
improved understanding of community-based social change and culturally adapted 
methods of management. 

You are among the leaders in the field of preventive health. Your contribution to 
eradicating smallpox has been decisive. There is no reason why you cannot take the 
lead again and ensure that every child born and every woman who is pregnant is fully 
immunized, that every mother in the country is aware and skilled in managing 
diarrhoea or other childhood diseases, in the home. 

As we suggested on earlier occasions, a practical way of proceeding would be for 
each of your members to assume a specified responsibility for promoting mother and 
child health in a defined population group. You may like to choose districts or smaller 
units, based on a balance between the needs of the community and the professional 
resources you can deploy concurrently with other sources of support. 

The means of success would be your coalition, for the common good, with voluntary 
agencies, business groups, religious bodies, the schools system, the public services 
network and the media. The measure of success would be the reduction in such telling 
indicators like the maternal mortality rate, incidence of still births and low birth weight 
and infant and child mortality rates. There is no reason why India cannot compress 
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the time to bring these down to the impressive levels already attained by some 
parts of it. 

As a matter of fact, there is no reason all countries cannot do it. It has been shown 
that political, technical and public support is readily available in combination with 
mass communications support when a loud emergency strikes children. We must now 
pull those forces together to attack the silent emergency which faces children every day. 

There is no reason why rapid progress cannot be made against the death and 
destruction of children from easily preventable causes. It should be, in our opinion, a 
matter of national shame if in the next decade any country has a majority ofits children 
not fully immunized. It should not be acceptable that parents do not receive 
information to protect their children from dehydration through oral rehydration 
therapy at home. 

Within ten years it is possible that virtually all parents should be informed and 
supported in the use of basic knowledge about birth spacing and prenatal care; about 
low cost ways of preventing and managing common childhood illnesses and about 
promoting sound physical and mental growth. 

Within ten years, there should be no reason to allow one more child to be born a 
victim of iodine deficiency. 

Within much less time all governments, along with the international community and 
its economic institutions, should have sought and found new ways of coping with 
economic setbacks to ensure that these are never translated into malnutrition and 
rising mortality rates of children. 


9.31 Communicable responses 


T is a fact of history that institutional facilities of public health services 
started with, and centred on, communicable diseases of one kind or another. It is 
also true that despite the advance of the theory and practice of the medical science, 
these diseases continue to pose a major problem in most developing countries, in terms 
of both morbidity and mortality. Indeed, they are the single largest cause that 
undermine the health and development of children in this part of the world. 
Weare therefore glad to share some thoughts with you on our common concerns, to 
see how the different strands of society, including the “health leadership”, could work 
together and break away from some negative trends of the past which persist till today. 
More than other contributors to ill-health, communicable diseases point to the 
simple truth that the real problem is not so much the disease but the underlying cause of 
it. We have reached a stage when both are known, the means of overcoming cause as 
well as effect are at hand, and yet success, in a social scale, often remains elusive. In fact, 
certain communicable diseases like malaria, which we had once thought were receding 
seem to be returning with a vengeance in many parts of Asia and in Africa. In some 
countries, it would appear that tuberculosis is far from abating. Specific and non- 
specific diarrhoéas are also rampant. The one category of communicable diseases 
which have been tackled is the vaccine-preventable diseases, but here again, we have 
not been able to break the chain of transmission except in the case of smallpox. 
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In this context, let us recall the fact that the industrialized countries succeeded in 
eliminating a number of communicable diseases like cholera, typhoid and dysentery 
and controlling several others like plague, leprosy and tuberculosis, not by medical 
interventions but mainly by raising the standards of living. And much of this success 
came even before immunization became universal routine. 

The sequence of interacting events is different in developing countries, who have 
therefore necessarily to take a different path to freedom from disease. And, if we can 
indicate an alternative to the conventional approach to health and demonstrate its 
value, we shall have helped even the industrialized world in the tantalizing search by all 
of humankind for the secrets of health. 

What prevents disease: Medical and social sciences together have, as we know, shed 
useful light on a predicament, which medicine alone has not been able to tackle. The 
purely bio-medical approach is so disease-specific, organism-specific and service- 
specific that it becomes highly empirical, costly and uncertain. Therefore it makes sense 
to see health and disease as social phenomena, demanding a social approach in the 
integral, holistic sense of the primary health care concept. The concept has been 
articulated almost a decade ago, but its success has not been conspicuous. 

We all know that one of the attributes of primary health care is its emphasis on the 
preventive principle. We all know that one of the most cost-effective health 
interventions is immunization, which is rightly a priority in policy and practice in 
countries like India. We also know, however, that the development of antibodies in the 
human system, consequent on vaccination, is dependent on the level of nutrition, more 
specifically on the protein intake. It is this blending of different elements of support— 
nutrition, safe water, clean habits, control measures, life-enhancing knowledge and 
community sharing—that can prevent disease and promote health. We would 
therefore argue that if health remains elusive, at the individual and collective levels, it is 
because of the delay and difficulty in bringing together the elements of primary health 
care. 

Social approach to health: We are aware, that health as well as disease is the outcome 
of the interaction of host, agent and environment. It is logical therefore that our effort 
embraces all three, Obviously, it is not enough to focus on the host alone, or to chase the 
agent. A total approach, including the environment, is possible only through social 
action. And, the health profession has to play a leadership role in this social 
perspective. 

Let us note that this perception implies adapting your knowledge to the needs of the 
community in continuous consultation with them, sharing it with them, and enriching 
it through them. This is, we believe, the meaning of ‘community involvement, which is a 
central plank of primary health care. 

Health is infinitely more than medicine and is dependent on other factors. Let us 
consider the case of controlling malaria. At least four prescribed principles are 
involved: early diagnosis, full course treatment, spraying of insecticides, and control of 
breeding places. A vaccine for malaria appears on the far horizon, but concerted action 
is called for, here and now, on all the four possible responses to malaria. Each of these 
is at hand, the cost involved is modest, the techniques necessary have been mastered, 
the organizational means have been tested, the communication channels are open. Yet 
malaria is resurgent. Knowledge of the problem is not, of course, a cure... but it helps us 
on the road to solutions. Thus, in this connection, we invite your attention to how little 
emphasis is placed on communication with people to empower them to take timely 
action in support of their own health. 
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Aims of health communication: If we probe the reasons for this, we are presented with 
a quandary. We see that each of the responses requires the informed involvement, not 
only of those who may get malaria but also of the community. But, it is precisely on the 
question of sharing our knowledge with those that need it and can use it, that a narrow 
approach of development effort stumbles and falls. To be enabled to comprehend the 
situation, to be convinced of the needed response, to be assured of assistance to acquire 
the capability and finally to be free to contribute through their ‘action’ —these should 
be our objectives in health communication. This can happen only in a situation where 
the means to education, nutrition, health and sanitation coexist with the means of 
economic sustenance. 

To the extent that the medical profession is uncomfortable with the human demands 
on its crucial role in this play of many actors, the effect is bound to be small. Health is a 
responsibility as well as a right. It is a responsibility for those with power. It is a right 
especially for those without it. You have the power of your knowledge and the 
influence of your profession. Let it not be said that medical professionals failed to 
provide health leadership because they could not grasp the social dimension of health. 
Health begins at home, let it not end in the hospital. 

Health and development are inseparable. And they begin with children. It is possible 
to preserve, protect and promote the health of children before it is damaged and needs 
repair. The maximum potential for development—physical, mental and spiritual — 
belongs to children, and nothing would be more shortsighted of an adult society than 
prevent children from the fullness of this potential. 

Ethical insights: This is why we in UNICEF plead for a new ethic for children, the 
main elements of which we would like to suggest as follows: 

First, the principle of Children First should find expression in policy and practice so 
that they are the first charge on our individual and collective resources. 

Second, there is the need for greater urgency and acceleration towards universal 
coverage in positive and fairly simple interventions on behalf of children and mothers. 

Third, there is the allied imperative of simultaneity and convergence of services or 
interventions for children. 

Fourth, the process of social change must have a firm basis in the community. 

And fifth, the sharing of life-saving and life enhancing knowledge is a crucial clement 
of a new ethic in relation to children, In its broader connotation, it may be called 
development communication resulting in a social learning process. 

We are convinced that we have the knowledge and that we have the power and 
ability. We would argue that now is the time to use the power of communication, the 
ability of our professional core groups and share the knowledge we have accumulated. 
It can be done, if we have the will; it can be done if we relinquish some of our 
intellectual and professional arrogance and learn to share with those that need the 
information we have. 

People have the right to know and it is our obligation to help fulfil that right. In doing 
so we shall be tackling one of the most important ventures ever undertaken by 
mankind... that of the survival, development and protection of our most precious 
resource, children. 

Within ten years, it should frankly be a matter of national shame if the great majority 
of a nation’s children are not fully immunized and if a nation’s parents are not 
empowered with the knowledge to protect their children from death by dehydration 
and frequent diarrhoeal disease. 

Within that time, virtually all parents should be informed and supported in the use of 
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today's basic knowledge about birth spacing and pre-natal care, about low-cost ways 
of preventing and managing the most common of childhood’s illnesses, and about 
promoting the normal physical and mental growth of their children. 

Within much less than ten years all governments, along with the international 
community and its economic institutions, should have sought and found new ways of 
coping with economic setbacks to ensure that they are never translated into rising 
malnutrition and rising deaths among the world’s young children, 

By that time, the strategy of mobilizing all possible resources to directly achieve 
social objectives should also be taking the next steps on the road towards “health for all 
by the year 2000" and beginning to go into action against some of the other worst 
aspects of absolute poverty, 

And if the first steps along this new path are virtuously modest, the destination is 
among the grandest of human ambitions. For the strategy of mobilizing all possible 
resources for reaching successive social goals now invites the participation of every 
individual and organization, in both industrialized and developing nations, in the task 
of reaching one of the greatest milestones in the human story-—the overcoming of the 
worst effects of absolute poverty on our planet in our times. 


9.32 Controlling pneumonia 


OST of us concerned with child survival and child health are optimists. If 
we are optimistic about what we are doing today, then the subject of this 
discussion, acute respiratory infections, must loom larger, in our future. 

If we are able in India, to actually move toward universal immunization, and to bring 
the knowledge of simple and effective diarrhoca management into every home, then 
there will be a dramatic impact on infant and young child mortality, If this happens in 
any state of India, then in ten years or even earlier, we will find without a doubt, that 
the largest remaining killer of young children will be respiratory infection. 

Its contribution to death is highest among the rural poor and those living in urban 
slums. Poor housing, overcrowding, malnutrition, illiteracy and poverty in general, all 
seem to go hand-in-hand with acute respiratory infection (ARI). It is probably the 
most frequent illness to occur in childhood. Among the acute lower respiratory 
infections, pneumonias are the actual killers. If the ARI control programme could be 
renamed the “pneumonia control programme”, our advocacy efforts might be better 
understood and communicated in many parts of the world. 

In 1983, the WHO-UNICEF Joint Committee on Health Policy (JCHP) as 
ARI as a major focus for primary health care. That same year, the UNICEF Executi 
Board approved the recommendations of the JCHP, thereby identifying ARI as @ 
major concern for the wellbeing of children. The publication of the WHO-UNICEF 
joint policy statement on the basic principles of control of acute respiratory infections 
in children in 1986, further underlines the increasing priority which the two 
Organizations give to this major cause of child ill-health. 

UNICEF's mandate is to promote the survival, protection and development of 
children. Around the world, some 15 million children under the age of five, die 
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annually. Four million of these succumb to ARI. In other words, within the next 24 
hours, 11,000 young children will die of ARI—about eight every minute. In India, 
nearly three-quarters of a million will die this year, 2,000 a day. ARI is responsible fora 
quarter of all child deaths in this country. The good news is that something can be 
done. 

What can be done: An effective immunization programme can preyent 25 per cent of 
young child deaths associated with ARI. Perhaps another 50 per cent of those deaths 
can be prevented by good case management at the community level by parents with the 
support of trained frontline workers, and with the availability of reliable referral 
services. There are a host of other measures which we know will also yield results, 
including pre-natal care aimed at increasing birthweight, promotion of breastfeeding, 
improved child nutrition, reduction of parental smoking and the reduction of other 
forms of indoor and outdoor air pollution. But all of these, depend on the greatest 
challenge to any public health campaign, influencing the knowledge, attitudes and 
motivation of parents and community level health workers. 

According to the Joint WHO-UNICEF statement, ARI is a condition which 
contributes to protein energy malnutrition. If a child suffers repeated attacks of 
respiratory infection, severe malnutrition may develop and the risk of a fatal outcome 
increases. We have the knowledge to reduce and manage ARI, but we have not yet been 
able to mobilize the political and social response which it would seem to warrant. This 
is due in part to the inadequate communication which exists between the community of 
professionals concerned with health on the one hand, and the larger community of 
public opinion on the other hand. 

It only costs Rs. 2.50 to treat ARI with penicillin injection per child per episode; or a 
mere one rupee to treat a child per episode using cotrimoxazole. These are drugs which 
can easily be handled by community health workers. At global level as well as in this 
country, there exists a resistance by the medical profession to let the frontline workers 
prescribe and administer penicillin injection and cotrimoxazole tablets. The commun- 
ity health workers are not the people we may desire to look after illness care; but 
until we have enough highly trained manpower like doctors and para-medical staff, the 
community health workers will have to be used as of necessity to fill the manpower gap. 
In the case of India, itis a question of a trade-off between having 2,000 deaths a day and 
keeping the ARI management a monopoly of doctors alone; or cutting down the daily 
deaths to say 1,000 a day using the interim hands of the community health workers, 
who can be armed with penicillin and cotrimoxazole, vitamin A and health education 
materials for use at the community level. For people who have conscience and 
compassion, and care for children, the second alternative would be the natural choice. 
We very much hope that all of us belong to this category of people who conscientiously 
can no longer tolerate seeing all these deaths occurring while 50 per cent of these could 
be stopped right away using the infrastructure and resource which we already have. 

Health education: It has been noted that 25 per cent of child deaths in India are due 
to ARI. We are confident that this level can be considerably reduced by investing 
seriously in health education to spread a knowledge of measures which can be taken 
now by the medical profession as well as by families themselves. However, health 
education campaigns cannot be designed in a vacuum. Audiences, messages and media 
must be developed and identified based on a thorough understanding of prevailing 
knowledge, attitudes and practices. Thus, a KAP study is an essential tool in building a 
foundation of broader understanding of ARI and the ways in which it can be dealt with 
at the community and family levels. What do parents actually know about respiratory 
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infections? What beliefs do they hold? What measures do they now take when a child 
comes down with a respiratory infection? 

A health education programme may start by informing community leaders about 
services which are being provided, and how these will benefit the people. The content of 
teaching should include: : 

- how to distinguish mild from serious ARI 

— what supportive measures to initiate at home 

— where to go in case of serious respiratory infections 

— the importance of getting children immunized 

— that food and fluids should not be restricted during API episodes 

There are at present more than 80 developing countries with infant mortality above 
50 per 1000 live births for which the implementation of ARI control interventions as 
part of their primary health care programmes will be a sine qua non to achieve success in 
their child survival efforts. Twenty out of 36 Latin American countries have fully 
fledged national ARI control programmes developed at different stages. UNICEF and 
WHO are giving technical and financial support to these programmes. The present 
success of Latin American ARI control programmes demonstrate that enough is 
already known to embark on a programme without conducting special studies or 
waiting for results of such special studies. 

We hope that we would be able to take an important step in raising the awareness of 
health managers and policy makers of this country, about the tragedy of ARI for so 
many young children in India. It seems a paradox that AIDS, which has so far killed 
only six persons in this vast country, should already have’a special cell created in the 
Ministry of Health, while ARI which kills 2,000 young children today alone, hasneithera 
national programme nor a unit to focus attention and efforts. 

A beginning of a national ARI control programme is being made. Let us lay a strong 
foundation, We are sure that the National Institute of Communicable Diseases will do 
much to maintain the momentum that is being created. 


9.33 An emerging priority 


bis is interesting to note that one of the oldest known diseases, as well 
as one of the most recently discovered health hazards, belong to the category of 
sexually transmitted diseases. In spite of the advances in modern medicine—in 
research, theory and practice—we seem not to know enough how to control these 
diseases. We do not seem to communicate to one another what we know about these 
diseases, with the result that the disease itself becomes more and more communicable! 
The shock wave sent by the ‘Acquired Immuno Deficiency Syndrome’, brings every 
country in the world to a moment of truth. This agonizing revelation lends a new 
urgency, and also provides a new opportunity, for another organized effort, on a social 
scale, for controlling not only AIDS but also the whole range of sexually transmitted 
diseases. 

UNICEF has a particular interest in the control of these diseases because they havea 
relevance to the lives of children: their conception, birth, health and development. As 
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you know, these diseases have a causal influence on still birth, low birth weight, 
maternal infection, congenital defects such as blindness and infertility. These diseases 
spread rapidly, more so among teen-agers and young adults. With the increasing 
mobility of people within and between countries, be it the migration of labour or 
civilian and military travel, disease transmission is accelerated. Similarly sexual 
permissiveness, overt or clandestine, as well as homosexuality increases the threat 
worldwide. 

It is not too late, even now, to attempt to reverse the tide. The problems seem to be 
concentrated in, though not confined to cities and towns. This suggests certain 
preventive priorities. Another positive aspect is that the health infrastructure is 
extensively spread out to reach all parts of the country. Also, scientific research— 
medical, demographic, sociological—has made, and continues to make, significant 
contributions to our understanding of preventive and curative approaches. And, the 
means and techniques of communication are also available to enable a massive and 
sustained public education campaign. Further, the social concern among the public is 
high enough for voluntary effort to be forthcoming in substantial measure from 
citizens’ collectivities like religious groups, service organizations and developmental 
agencies. 

The challenge lies in pulling together all these sources of strength in an organized 
thrust in the minds of people and on the ground. In such a scheme the primary role 
belongs to the people themselves, in each local community. They need, and should be 
given, the full backing of the government, prominently including the political support. 
They also need the constant assistance of professionals, both in government and the 
private sector—in the fields of medicine, communication and social organization. 

This is essentially what UNICEF understands by social mobilization for particular 
social concerns. Sexually transmitted diseases are certainly a major concern on which 
organized action with resources fully mobilized, can brook no more delay. However 
there are numerous other social priorities even within the field of health and 
development. Can we have an approach which accommodates a forward thrust in 
several of them, simultaneously, and in a mutually reinforcing manner? 

UNICEF believes that this is possible even in poor communities, under the umbrella 
of the concept of primary health care. In fact the approach can go beyond the field of 
health to cover other basic services in nutrition, hygiene, sanitation, income generation 
and, supporting all these, education. This, we believe, is the manner in which the 
process of basic human development can be started and sustained. Sexually 
transmitted diseases destroy life, and in some cases prevent it. In a deeper sense, they 
challenge the human yearning for development. It will therefore be wise to look at, and 
respond to, these diseases in a developmental perspective, emphasizing the preventive 
and promotive aspects. 


9.34 Threshold of immunity 


F delights UNICEF to see the Rotary International programme of Polio Plus 
to immunize the children of the world, being launched in India. As a co-partner, 
with Rotary, of the Government in this revolutionary public health venture, we 1n 
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UNICEF expect this new stream of support to make a decisive difference to progress 
towards the national goal. 

Ambition and effort: For any country, it is not easy to ensure a full course of regular 
immunization against six diseases reaching some 24 million infants and a similar 
number of pregnant women each year. India’s decision to achieve this goal by the end 
of this decade and to maintain it thereafter, speaks of the political commitment to the 
human core of development. Considering the enormous ground to be covered in a fairly 
short period, amidst the diversity of language and culture, climate and terrain, this is 
the largest and the most ambitious immunization programme anywhere. 

In a mature political decision, India has chosen to follow the rigorous path of 
building up capacity and coverage, unit by administrative unit, year by year. There is a 
patient pick up of sustainable pace, not an utopian shift of gear. We would like to 
express our appreciation of this far-sighted tenacity. 

The foundations of success have been built substantially in the vast public health 
network at India’s command. We in UNICEF are enthused by the strengthening of the 
social dimension of this infrastructure as a responsive and an efficient system, through 
specific training and procedures of accountability. 

The results will depend also on the foundations being laid in the minds of scores of 
millions of parents in terms of the conviction on the value and need of a simple, 
inexpensive procedure to protect young children from disease and worse. This is a 
function primarily of social communication, including but going well beyond the 
conventional media, to every organized collectivity in society. 

Beyond the health sector: If multiple channels in and outside the heath sector are to 
be activated, the only known method to do so is to communicate this social concern in 
persuasive and interactive terms, up to the point where public interest expresses itself in 
sustained activity. This is what we mean by mobilization through social communic- 
ation. The effort can, of course, be mounted only on strong technical foundations, 
supported by sound financial, logistic, information and management resources. 

Mobilizing the community has, however, a role that goes beyond activating public 
and private service agencies in and outside the health sector, for an urgent, cost- 
effective, social priority like immunization. This is a direction in which we have to move 
some way, and also learn as we go. Only when the people make the immunization 
programme their own, can it be fulfilled and sustained at an optimum level. 

This is where, in our opinion, the Rotary clubs of India come in to play a 
tremendous and unprecedented role in full consonance with Rotary’s own ideals. As 
leaders in the private sector, Rotarians can buttress the build-up of the government 
initiative. Your presence as influential citizens especially in urban areas, (where 
immunization coverage appears to be moving slower, and where disease transmission 
is faster than in rural areas), provides an opportunity to speak out for children, to 
persuade parents to act in time and to encourage public functionaries to perform 
despite constraints. Such a role is demanded of you even without the PolioPlus 
programme. But with it, your social responsibility becomes even more direct. And 
about this, all those associated with immunization in India can only be pleased. 

The capacity of Rotarians to play their chosen role is unequalled. Rotarian doctors, 
teachers, industrialists, communicators, civil servants, politicians and leaders in almost 
every profession can lend their prestige to extend the idea and the reach of 
immunization through their own channels. They can help control a variety of factors 
relevant to service delivery and related to area-specific variations like availability of 
personnel, logistic planning and resource opportunities. Such professional support 
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could be decisive to local planning, which is the key to immunization’s success. 

Permit us to suggest that in each district, each state and at the national level, one 
Rotarian be designated to be the focal point for contact with government and with 
others on immunization, to make communication more effective and policy application 
more productive. 

It would be unrealistic to expect, and idle to pretend, that a social support 
programme of this magnitude and speed, will be without operational problems. At the 
same time, there is no doubt that India has the professional capacity as well as the 
political determination, to overcome these and attain the aim in time. Our task at this 
stage is not to speculate if India will reach the global target, but to assist in making it 
happen. 


10 Safety of 


Environment 


10.1 Basic services, basic rights 


M ORE than a quarter of the global UNICEF assistance goes to water and 
environmental sanitation. And there is good reason for this sense of proportion. 
It is central to such contribution as UNICEF shall make to the International Drinking 
Water Supply and Sanitation Decade, 1981-90. 

We believe that safe water and clean environment can surely lead to better health, to 
less child morbidity and mortality. But we are also convinced that lack of water and 
sanitation is a symptom of poverty. Water, for instance, isa basic need, as much as any 
other, for private consumption and community use. By helping to provide it we are 
only meeting a public demand which may not always be audible because the concerned 
public are too poor to articulate it. 

Social justice: The more distant the source of water, the more energy and time are 
spent on fetching it by those who can least afford such expense. This is the plight of 
millions of women in low-income countries and groups who trudge miles each day to 
bring water of uncertain quality—leaving their children untended at home. So, when 
we discuss water or sanitation for all by a particular year, we are not merely expressing 
a social concern, but also seeking, in a practical way, a lever for economic change, a 
measure of social justice. 

UNICEF views the provision of water and sanitation quite clearly as a basic service 
for the protection and development of human resources. We see the end result beyond 
the physical facilities which we assist in providing, in terms of people, especially 
children. This orientation, as well as the rather limited resources at our disposal, has 
shaped our approach, which we would like to share with you today. 

Cost-effectiveness: UNICEF is involved in assisting water supply schemes in many 
countries in this region but we have given our attention to the rural and peri-urban 
areas where more people stand in need of safe water and where sanitation suffers 
prolonged neglect. We promote technologies that are simple, readily available, cost- 
effective and manageable by the community —like the handpump developed by us and 
which has gained acceptance in many parts of the region. We emphasize the training of 
technicians and skilled workers from among the local people so that the facility can be 
set up and maintained by the community with the least external help. UNICEF has 
many years of valuable and practical experience in this field. And our efforts to increase 
benefits and reduce costs continue in a context where inflation is rising and yet the 
programme has to accelerate. The nature of UNICEF participation is such that it can 
teadily integrate with and stimulate national programmes based on people’s 
involvement. 
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We pointed to cost-effectiveness. This has to be assessed and ensured at two levels— 
the efficiency of the facility and the benefit to the community. We would not generalize 
but there have been instances where wells have not been drilled, or cased, deep enough, 
where sealing and installation have been faulty. The expenditure of US $1300 or 1700 
for a village handpump installation can be wasted and people’s confidence under- 
mined, if the last $60 on the platform is not spent honestly and intelligently. It should 
not happen that the world somehow gathers anything upto $500 billion to be invested 
over the Decade and a good part of it turns out to be unproductive. This, of course, 
need not happen as the cost-effectiveness of related technology is quite high and results 
are quickly and clearly visible. But we have to assure professional responsibility in 
terms of engineering standards and foolproof management. 

Linkages: It is not enough that we derive easy satisfaction from the tally of wells 
drilled and villages brought within access of ‘safe’ water. If we look to the more 
meaningful yardstick of infant mortality or child malnutrition or morbidity, we see 
major investments in water supply in many areas of developing countries are not 
bringing anything like the returns they ought to, in terms of human wellbeing. This is 
clearly due to insufficient attention being paid to the preparation needed for protective 
and preventive health and sanitation, especially public education. Which means the 
investment for water should be matched by a suitable outlay on education in health 
and sanitation—to provide a stronger and more viable mix, and to liberate its full 
potential. 

To give a simple illustration, the introduction of drinking water and sanitation 
facilities could be made to synchronise with a deworming intervention. Such 
complementary inputs could lead to a direct and successful assault on certain types of 
malnutrition, strengthen the confidence of the people in the process of change and also 
enhance the credibility of the agents of change. UNICEF is with WHO in the attempt 
to reinforce the interface between primary health care and the programme of the 
Decade. 

We noted in passing the rural-urban imbalance, which exists in nearly all developing 
countries in the matter of sanitation as well as drinking water. There is, as we know, an 
even greater imbalance between water supply and sanitation, again in the rural areas 
mainly. This has to be corrected substantially, if not wholly, during the Decade, in the 
interests of the health of the majority. To an extent, this is reflected in the global targets. 
The least we have to do is to ensure that the achievements for rural sanitation do not 
slip below these levels. In our view, this would depend on: 

— increasing the non-formal learning content of sanitation programmes, and public 
information campaigns for hygienic and sanitary practices, 

— building a strong sanitation component in the training of community level workers, 

Z gearing public health departments to constructive promotion of environmental 
sanitation, 

— developing low-cost and socially acceptable methods of waste disposal through 
pilot projects as part of area-specific development—thereby demonstrating the 
mutual reinforcement of convergent basic services. 

The targets set for the Decade are twice, or several times, those of the previous 10 
years. So our ways too must change. The factors responsible for poor results in the past 
are fairly well-documented, and we shall mention some of them: 

— the affected population is seldom aware, or adequately aware, of its own primary 
need for safe water and sanitation for its physical health, development and general 
well-being; 
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~ we leave little room to people for their involvement in organizing and preserving the 
facilities meant for them. Instead we decide where to locate these, often on 
expedient grounds removed from perceived needs; 

—there is an almost habitual neglect of maintenance of equipment and laxity in 
management of service; 

- our approach is such that we create an over-dependence by the people on 
government; and by the latter on other agencies; 

- public authorities often apply shortsighted commercial criteria to projects that 
ought to be governed by social policy; 

~ decision-makers are unable or reluctant to mobilize resources for the needed 
investment; and, 

— there is a certain diffusion of executive responsibility and lack of accountability. 

We would enter a word of caution on a question that looms large, the question of 
costs. Experts tend to design water supply and waste disposal systems on high 
standards and therefore of equally high costs. When these estimates are added up on 
the national scale, governments find the proposals financially forbidding. And if they 
decide for whatever reason to go ahead regardless, the needs of the people would still 
remain substantially unmet. 

While investment in water supply and sanitation is warranted as a means to reduce 
disease and raise living standards, it is important to keep the level of such investment at 
the minimum, particularly in low-income countries. This would be possible if we keep 
standards modest and the choice of technology efficient. This need not imply that 
second-rate options should be accepted. It only means, for example, that public 
standpipes should be preferred to individual house connections when funds are not 
enough to provide the latter for all the people by 1991. Unless we accept some sacrifice 
in convenience—and accept it without social discrimination—whatever support 
programme we may devise for the Decade may founder on the one question of finance. 


10.2 Safe water for development 


E note that this discussion focuses on the technical, engineering and manage- 

ment aspects of ground water exploitation. But we would use the opportunity 
you have given to relate your concerns to the prevailing social-economic context and 
thereby to the basic developmental purpose of our collective endeavour. As you will 
agree, unless we are able to achieve a reasonable degree of control overall the variables 
that influence our plans of action, particular segments of it, however perfected and 
effective, cannot attain the common aim. At this midpoint of the International 
Drinking Water Supply and Sanitation Decade, it would be useful for us to iterate the 
holistic approach so that the objectives of the decade are fulfilled in time and in 
substantial measure. 

Investing in children: If we were to state in one sentence why UNICEF spends a good 
part of its resources on rural water supply, we would say that it is because we see the 
supply of safe water as an investment in human resource development. Several 
implications flow from this principle: 

~ Safe water is a basic service to meet the development needs of children. 
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— It has to be extended on the highest priority to children who have the least access to 
it. Such children belong to families in, or close to economic and social poverty in 
remote rural areas. 

— In order that the development of these children benefits from the supply of safe 
water, other basic services like a clean environment, basic education, essential 
nutrition and primary health care are also to be simultaneously available. In fact, 
the composite concept of primary health care, as accepted by most developing 
countries includes “an adequate supply of safe water and basic sanitation” as one of 
its eight elements. 

~ To sustain this cluster of services over time, and to derive the intended benefit from 
it for the intended population, the local community must have a voice and a role in 
the location, installation, maintenance, use and evaluation. This is the essence of 
what we in UNICEF call the “basic services strategy.” Any alternative to this 
strategy is bound to be costlier and to increase the dependence of the people on the 
government or other service provider; which in turn limits the viability of the 
service. 

Each of these implications apply to the water supply programme—in relation to its 
internal as well as external linkages. Let us illustrate through some specific examples: 
water supply without knowledge related to health and hygiene would be as 
unproductive as a good borewell without a proper handpump. Just as we see the 
drilling rig and the pumping unit as part of a single system, we must see both as parts of 
a larger scheme. Which is why UNICEF advocates co-ordinated or converging action 
at two levels: 

— A unified operation for drilling as well as handpump installation, for speedier 
implementation. Whether this can be achieved through a single agency and how 
best, are points you could consider. 

— At another level, we plead for a range of essentially simple interventions on behalf 
of the child—not in a time series but together by different appropriate agencies as 
necessary, or by a single delivery system with multiple functions if that be possible. 
To cite just one possibility among many, can the introduction of safe water in a 
community be accompanied by a deworming intervention for children—so that the 
full benefit of clean water can be derived in support of their health? To cite another 
instance, the Rajasthan Government is going ahead with a scheme to eradicate 
guineaworm from two of its worst affected districts, inhabited mostly by the tribal 
poor, and this implies not only treatment for the infestation but also its prevention 
through clean water supply and hygiene awareness. 

It is in this sense that we referred earlier to water supply as an investment in the same 
way promotion of health or enhancement of learning is an investment in chil 
development, or human resource development. 

Cost, quality, viability: Now, it is not an accident that the adults and children infested 
with guineaworm and who are hosts to other parasites are also economically poor ani 
socially disadvantaged. “When sorrows come, wrote Shakespeare, “they come not 
single spies, but in battallions!”” So, the response too to the adversities has to be 
combined, consistent and in corresponding strength. And that brings us to the 
interlinked questions of cost, quality and viability of the material and non-material 
inputs that we dedicate to the protection and development of the children of the poor. 

While investment in water supply is more than warranted as a means to reduce 
disease, save women’s time and drudgery, improve living standards and enhance the 
quality of life, it is equally important to keep the level of such investment at 4 
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minimum, in a context where a host of socially valid demands mutually compete for 
finite resources. This situation as well as ethical considerations, dictate strict adherence 
to quality specifications, highest possible technological efficiency, austerity in spending 
decisions, and a paramount concern for the user’s interest. 

Ever since 1967 when UNICEF was drawn into the rural water supply programme in 
India by the drought in northern India in the early summer of that year, we have tried 
to maintain these considerations in actual practice. At the same time we have resisted 
the temptation to compromise on standards or to opt for a false sense of economy 
when it comes to essential investment. Thus it was cheaper to go in for modern 
technology in drilling rigs with air-driven percussion hammers so that deeper wells 
could be bored at a faster rate through hard and rocky formations. Thus UNICEF was 
willing to enter “technically difficult areas,” in the interests of socially disadvantaged 
groups—an approach which we continue to practice. 

It is not our purpose today to catalogue the UNICEF contribution to India’s 
ambitious programme for “safe water for all” by 1991, but we would like to stress the 
qualitative priorities and long-term effects of our necessarily limited financial 
involvement, The development, production, use, performance, evaluation and evo- 
lution of the India Mark II handpump is a case in point. As you are aware, UNICEF 
has been involved in the processes of design, fabrication, standardization, installation, 
quality control, inspection and maintenance of this equipment. But what we are really 
proud of is the fact that it was created not in a laboratory but it evolved at the village 
level through trial by the users and corresponding response by the producers. The 
technical specifications of the handpump, as you know, ensure that it is easy of 
installation and operation, it is not easily damaged, and the water does not get 
contaminated. These qualitative aspects coexist with competitive manufacture and 
therefore result in competitive prices, which have shown a declining trend. The 
technical merits have thus supported the social objective of providing clean water at 
reasonable cost and with low maintenance needing minimum skills. Similarly the large 
scale introduction by UNICEF of. hard-rock drilling rigs into India hastened the 
country’s acquisition of manufacturing capability of this capital-intensive equipment. 
All this has been possible by the enterprise shown by the Indian industry which has 
indeed earned the support that the government and UNICEF have extended. 

National self-reliance: Having achieved national self-reliance in manufacturing 
capabilities and drastically reduced the number of problem villages from six digits to 
five in the course of this decade, we have to keep moving on the road to improved 
above-ground and below-ground mechanisms, and to see that no compromise is made 
on standards of inspection, installation and maintenance. We need hardly add that 
compromises have invariably proved costly to the people as well as to the exchequer. 

It has been proved that it is possible to reverse the habitual neglect of maintenance of 
equipment, especially if the equipment itself is of a higher quality. Ten years ago a 
survey showed that 74 per cent of the handpumps were out of order at any given time. 
A recent survey in four districts in different states showed that 87 per cent of the 
handpumps were in working order. Apart from the troublesome 13 per cent, the 
improvement may become subdued as the new pumps get older, unless maintenance 
systems are in place, whatever be their structure—one, two or three tier. 

Child is the measure: In the days ahead, UNICEF for its part will pay far greater 
attention than in the past to the actual use of the expanded water supply, its conver- 
gence with other basic services and its impact on the quality of children’s lives. For us, 
the child is the measure. And we should be surprised if the rates of infant and child 
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mortality and morbidity are not reduced consequent on investments in safe water and 
other basic services. This is a matter of efficiency of service, which is dependent, among 
other factors, on the quality and condition of equipment. 

We would conclude by requesting you, as professional engineers, to: 

— promote further technical improvements to make the service increasingly easy for 
the local community to understand, operate and maintain; 

— continue to enforce the highest standards of quality control, which is the best way to 
keep down the costs to the country; 

— determine the location of the facility in consultation with the community, and in 
particular the women, so as to enhance practical usefulness as well as linkages with 
other basic services. 

— pay attention to the need not.only for water of safe quality but also an adequate 
quantity of it, if the aims of the national programme are to be fulfilled. 


10.3 Attitudes to sanitation 


si water supply and hygienic waste disposal for all by 1990 was the 
target set by the United Nations Conference on human settlements held at 
Vancouver in June 1976. This objective was reiterated in the United Nations Water 
Conference in Argentina, in March 1977 when it was further agreed that the ten-year 
period 1981-1990 be designated as the “International Drinking Water Supply and 
Sanitation Decade”. The same goal has since been endorsed by the United Nations 
General Assembly and the international conference on primary health care at Alma 
Ata in the USSR. 

Water and waste-related diseases have long been leading killers of infants and 
children in India. According to the 1979 survey on infant and child mortality by the 
Registrar General, the major causes of death in rural areas are tetanus, typhiod, 
pneumonia, diarrhoea and jaundice. These diseases which are common in poor 
sanitary surroundings, account for the about 1.5 million infant and child deaths each 
year in India. 

Complementing strategies: An estimated half a million diarrhoeal deaths have been 
avoided globally during 1985 using Oral Rehydration Therapy, a strategy promoted 
and supported around the world by UNICEF and WHO. However, a child saved from 
repeated attacks of diarrhoea cannot be guaranteed a healthy growth and development 
unless improved sanitation cuts the route of disease transmission. The provision of safe 
water and improved sanitation are thus an important element of the complementary 
strategies for child survival, protection and development. 

UNICEF cooperation with the Government of India in the water supply sector was 
conceived as an emergency approach to face severe drought which affected some parts 
of the country in 1966 and 1967. The current UNICEF cooperation with India in the 
field of water focuses on the transfer of modern technology to accelerate well 
construction, standardization as well as improvement of the India mark-II handpump 
design and improvement of water supply in the hilly areas through gravity fi 
schemes. The international water supply and sanitation decade brought the im- 
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portance of improved sanitation into sharper focus. We welcome the enhanced 
political and financial commitment in the sanitation sector reflected in the Seventh 
Five-year Plan of India. 

New frontier: At the government policy level, an encouraging trend is emerging to 
promote sanitation, not merely as latrine construction, but rather as a comprehensive 
package addressed to improving the home environment and personal hygiene 
practices. This concept needs emphasis from the national level all the way to the 
community and the individual home. The public health engineering community and 
profession has a major role to play on this new frontier of public and child health. 

The basic, but difficult task is to get the community to identify themselves with the 
need for improved water supply and sanitation. The general feeling that improved 
sanitation is a commodity beyond the reach of the low income groups needs to be 
disproved. Sanitary practices such as improved food hygiene, hand-washing with soap 
before handling food and after defecation, and keeping the home environment clean 
are practically no-cost technologies. A change in attitudes is the fundamental requisite. 
This can be brought about by motivating, educating and working with the community. 
Our efforts in support of the national programme are directed at strengthening the 
implementing infrastructure and the already existing channels of communication, 
including the schools and mass media. Promoting proper sanitation as a way of life, 
and hence as part of any development activities is a viable and appropriate approach. 
Emphasis is laid on the active involvement of women, who usually set the level of 
hygiene in the home. Advocacy has activated non-government organizations including 
business houses and the Scouts and Guides to promote sanitation. 

Enlarging the scale: UNICEF is supporting drilling operations and handpump 
development as well as sanitation activities in several innovative demonstration 
projects. These projects have been undertaken to pave the way for a large scale 
approach to sanitation in the country. The programme encourages the adoption of 
low-cost and appropriate technologies, use of locally and freely available building 
materials, as well as local masons rather than contractors for construction. 

Studies have indicated the ability of significant sections of the community to 
contribute financially towards the building of sanitary latrines. However, ways need to 
be found to motivate families as well as communities to actually invest some of their 
own modest resources in improved sanitation as opposed to relying only on 
government funds. 

Our experience shows that the task of promotion related to water and sanitation is by 
no means easy. However, given the political priority, increased awareness on the part 
of the community and the leadership of professional groups and public health 
engineers, solutions can be found. 


10.4 Planning the child’s environment 


WE must briefly explain why UNICEF is keenly concerned with the planning 
of the man-made environment of life, in city or village. Further needs may be 
met by present planning. But tomorrow’s society consists of today’s children and unless 
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their current needs are met in time, and on priority, many of the planning premises 
about the extent and nature of anticipated demands, for services as well as goods, are 
likely to go wrong. And, since the largest single segment of the community consists of 
children, at any given time, the relative neglect of planning for their speicific needs has 
acted, over time, as a cumulative drag on basic human development, particularly for 
the developing countries. 

Adult society must come to see the need to take a creative and farsighted interest in 
assuring an environment conducive to the physical, mental and social development of 
children, if the development process is not to be denuded of its human content. There 
are two broad reasons for saying so. Spending wisely on children is the soundest of 
investments, even in the purely economic sense. And, as human beings, with their 
development path ahead of them, they have a basic right to basic services. It is our 
responsibility to act with foresight and provide for the physical, technical and social 
infrastructure for delivering these services. This responsibility devolves successively, 
and in case of collective deprivation simultaneously, on the family, the community, 
voluntary organizations, enlightened private interests including business houses, local 
authorities, the national government and international organizations. 

Planning for actual needs: Let us look, for a moment, at the nature of the multiple 
needs of a growing child in an urban slum. The child needs, more than the adult, the 
protection and security of a home, which is more than mere shelter. An unpolluted 
supply of water, safe disposal of wastes, and some place for play and recreation as well 
as access to basic nutrition, primary health care and early stimulation through pre- 
school facilities followed by primary learning are among the obvious priorities. To the 
extent, the child’s family cannot assure in time these basic needs, for whatever reason, 
they have to be met by the resources of the proximate and/or wider community. This 
consideration is second to none in relation to life on the margin in the ‘unintended 
cities’ of our times. 

Can this concern find practical expression in a situation in which resources fall 
perpetually and seriously short of increasing needs and escalating costs? The answer is 
‘yes’, if our experience of working with governments and urban slum communities here 
in India and in a few other countries, is any guide. 

Costs of services can be reduced, effectiveness increased and accountability made 
real in many ways. Without going into detail, we would describe the needed approach: 
as decentralized and participatory—right from the planning stage—involving as it 
does community self-surveys to determine local needs and action plans, formation of 
neighbourhood groups, trained community volunteers, field-level professional back- 
up and delivering basic services at affordable cost on a sustainable basis. 

| This approach implies at least two conceptual departures, first, from the conven- : 
tional, centralized, bureaucratic, cost intensive pattern to a self-reliant, child-centred, 
family-oriented, community-based system strongly supported by the political and 
professional levels. Second, a shift from fragmentary responses to some among the” 
multiple needs of the child to a comprehensive effort to assure the spectrum of basic 
services, relying mainly on local resources, community organization, community 
workers and participatory communication. 

Applied to the field of planning for life in the city, this alternative could, in present 
conditions, mean more community facilities rather than personalised services, 
assumption of more direct responsibility by the community instead of assigning turn- 
key jobs to middle-men, less of imitative designs than indigenous innovations to suit 
local conditions, and compact service systems that can be renewed or replaced every 
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few years rather than invest huge sums in giant constructions which usually outlive 
their capacity to cope with the population growth rate, particularly of expanding and 
congested mega cities. 

Population and migration: A word about population. The rural-urban ratio which 
was two to one around 1960, is probably three to two today—an awesome proportion 
against the global figure of five billion. We have no dramatic responses to propose, but 
we do pin our faith on a pair of patient pursuits: 

— first, improving the chances of the survival and development of the child, as a 
known way to reduce the birth rate. It is easier to persuade parents to space births 
and limit family size, if the wellbeing and growth of their two or three children is 
ensured. 

~ second, if the urban centre and its rural hinterland are taken as a single spatial unit 
of planning, for infrastructure as well as employment, it would be possible to slow 
down the mass displacement of rural families from village to slum. Today, even as 
rural areas are being urbanized with unexpectedly harsh consequences to the 
surrounding population, there is the parallel trend of large parts of towns and cities 
slipping into backwardness comparable to, or even worse than, impoverished 
villages. 

Nature of the challenge: We return to your role as planners to find solutions for the 
problems faced by children—all children. They need space to move and play about, 
preferably close to their homes and without losing touch altogether with nature. Pre- 
school centres, which could double as community health posts for mothers and 
children are needed urgently in every neighbourhood. New designs and new materials 
need to be developed quickly if shelter for all is to be realised in our time. To give a 
trans-sectoral example, the response to respiratory infections, socommon in this part of 
the world and frequently fatal for young children, must include not only prevention 
and curative medical care, but protection against cold, rain, wind and smoke, which 
only a proper house can provide. Costs have to be reduced and coverage rapidly 
increased. Service systems have to be so designed as to increasingly pay their way. 
Local maintenance has to be made easy through local resources including trained 
manpower, and sustainability assured within affordable means. Modern science has to 
be summoned in support of a design for living which is accessible and meaningful to all, 
particularly the very young. This is the challenge which we face on behalf of the new 
generation. 


|1 The Child in the 
Slum 


11.1 Health care in the slum 


WE are at a time when certain trends having a bearing on today’s theme are 
becoming pronounced. We would like to touch on a few of them because 
primary health care in slums cannot bypass these trends. 

— Such is the rapid rise in urban population in the developing world that by the turn of 
the century over half of humankind is likely to settle in urban areas. The population 
of greater Calcutta may then be 20 million; that of Sao Paulo 26 million. The social, 
economic and political consequences of this avalanche are yet unreckoned. 

— Second, the relevance and viability of conventional health care is being increasingly 
called into question on the basis of accumulating evidence of a negative kind. 

~ And third, the credibility of health professionals—and of development promoters 
in general—is currently facing a term of trial. 

For the purpose of our discussion, we may assume that the urbanizing process will 
proceed unhindered possibly with an aggravation of urban poverty and unemploy- 
ment. We cannot however, contemplate with equanimity the extent to which present 
inadequacies, in most cities, of health and related services, will have multiplied to the 
further detriment of tolerable living standards for poor urban families. 

A relevant approach: If we recall the run-up to Alma Ata 1978 (when WHO and 
UNICEF worked fruitfully together), we find that the concept of primary health care 
emerged, ineluctably, as an answer to the quandary of too many people in village and 
town having too little access to basic health services. As you know, the elements of this 
answer were: 

— use of socially appropriate and scientifically sound methods; 

— equitable access for all members of the community; 

— costs close to what the community can afford; and 

~ genuine autonomous participation of people in their own health care. 

Four years later, we are yet to have these salutary principles applied on any 
respectable scale in urban or non-urban communities. How do we go about the task in 
city slums with the limitations of our experience? The problems (and solutions) of 
health care of the marginal urban population differ from those of the rural poor— 
influenced as these are by differences in socio-economic infrastructure and physical 
environment. More crucially, how do we close the gap between idea and action, 
between action and fulfilment? Allegiance to the principles of primary health care 
would not by itself underwrite enhanced well-being. They have to be applied 
successfully. 

Primary health care is a concept uniquely relevant to low income groups. Properly 
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applied, it enables the poor to cope with their condition of material deprivation and 
meet their basic health needs without over-dependence on others. Our own role is to let 
the poor-help themselves by removing the impediments in their way. 

Let us consider what governments can do in a depressed urban setting to promote 
this emancipatory process. We assume that governments are not fully satisfied with 
what they have been able to do in regard to health services and the allied fields of food 
supply and proper nutrition, safe water and basic sanitation, health education and 
maternal and child care, child spacing, immunization against major infectious 
diseases, prevention and control of locally endemic diseases, appropriate treatment of 
common diseases and injuries and provision of essential drugs. The dimensions of the 
task ahead are clearly etched by present reality. 

Operational imperatives: We would argue that governments would be better advised 
to encourage the creation, assist the spread and ensure the quality of health-related 
services—than to attempt to provide these exclusively by themselves. This implies 
certain policy and operational imperatives in keeping with the principles of primary 
health care, which apply to urban as well as the rural contexts. 

— First, an operationally efficient, fully decentralized system is called for in which 
decision making authority and executive responsibility reside together at each 
level—neighbourhood, zone and city. Things are unlikely to change if each level of 
functioning is dependent upward for shaping its own capability and achievement. 
Local initiative needs to be liberated—to think, plan, fund, implement, evaluate 
and reshape basic health services. The freedom to make a bonafide mistake ought to 
coexist with accountability to the community. 

~ Second, at the neighbourhood level there should be structural integration, on the 
one hand, of the preventive, promotive, curative and rehabilitative arms of health 
care. The health services themselves should, on the other hand, be linked 
organically with other basic services such as nutrition, clean water, sanitary waste 
disposal and learning facilities for children, mothers and families. 

- Beyond the neighbourhood and zone, the focus must be on creating the 
professional and organizational capability to respond to the residuary needs of the 
people through referral services, appropriate training programmes and budgetary 
support. 

~ Finally, this design for reaching services to where they are needed with priority for 
the very young (who lend the development process its most hopeful dimension) has 
to be undergirded by a unified and paramount political determination which refuses 
to be deflected from its goal and a will to succeed within a time frame. 

Organizing the effort: Given the policy lead and support, the task of organizing 
primary health care in city slums would not be too formidable: i 

~ The very density of city population becomes a logistical help as distances shrink. 

— Various tiers of health functionaries, health workers, paraprofessionals and 
professionals could be more easily trained and deployed in the city than in rural 
areas. 

~ Referral centres are usually closeby and have only to be so managed as to provide 
access to the poor. wae 

- The provision of drinking water and waste disposal for an urban community is 
feasible faster than for widely scattered villages. The investment needed is 
warranted for reducing disease and raising living standards, but it can be kept at a 
minimum by choosing modest standards and appropriate but efficient technology. 
This need not imply that second-rate options should be accepted but only means, 
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for example, that public stand-pipes should be preferred to individual house 
connections when funds are not enough to provide the latter for all the people by the 
target date. 

— Amenities like pre-school and day-care centres and services for the disabled and the 
abandoned are easier organized in a town than in a cluster of villages. So too, 
organizing learning systems in support of basic services. The existing municipal and 
voluntary structures lend themselves to addressing health related problems of the 
urban poor. 

— The dimensions of seasonal adversity—relating to rains and water-borne diseases, 
agricultural cycles and nutritionally deficient periods, seasonal unemployment and 
economically lean months—would be less in the town than in the village. 

— Life in a congested slum cuts across barriers of caste and language, weakens 
traditional conservatism and makes community action easier. 

It is also practicable in a city to bring together: 

— the agencies responsible for the different services; 

— the planning of the services; and 

— the channels of people’s access to them. 

This, incidentally explains the continuing emphasis of UNICEF on the strategy of 
basic services, making them mutually reinforcing and more productive in development 
terms by consistently converging them at the same place for the same children and 
mothers. Primary health care is integral to this strategy. 

Elusive success: These are among the promising avenues for promoting health care 
for the urban poor. Yet these are not always pursued, nor do they often succeed when 
attempted. In this context, there are two sets of problems which it would be unwise to 
overlook: 

~ One of them relates to the nature of the urban environment. The unbelievable 
crowding of people in tiny rooms and narrow lanes is one aspect. Already 
inadequate incomes derived mostly from the informal economic sector tend to 
shrink due to price inflation. Studies show that urban malnutrition may be more 
widespread than in villages; that its severity is often sharper. Indeed urban slums 
frequently present the largest concentrations of malnourished people in a country. 
Child malnutrition is seen to occur at an earlier age in cities than it does in rural 
areas. Before we come to what may be done about this, let us note a second category 
of problems standing in the way of urban health care. 

~ This set of problems relates to the inefficient use (or non-use) of even available 
health facilities. For example, a 1981 survey (made by a medical association) of 
hundreds of children in the urban periphery of a major city of South Asia revealed 
that not one child was immunized adequately with the DPT and polio vaccines. 
Only a couple of children were protected against measles. The majority went 
without immunization of any kind. And this in spite of all these children actually 
attending government-aided nurseries, in spite of government grants for periodic 
visits by a medical professional, in spite of there being a primary health centre in the 
neighbourhood. Even when facilities exist, the poor are bewildered or turned off by 
the way they are treated. Or they simply may not know about the existence of the 
facility or how to get access to it. 

Avenues of action: The point in mentioning these types of problems is to say that, all 
the same, something must and can be done here and now. Let us see examples of some 
possibilities. 

We mentioned child malnutrition being worse in the city than in the village. It is by 
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now wellknown that one of the biggest factors contributing to this is the unnaturally 
short duration of breastfeeding. It is possible to reverse this urban trend through a 
steady campaign to inform and guide expectant and lactating mothers; emphasis in 
training and education in medical and non-medical teaching institutions, proper health 
care before birth and correct hospital practices during and after delivery; improved 
nutrition, health care, working conditions and social status of women; legislation 
against irresponsible marketing of alleged breastmilk substitutes; and finally, inform- 
ing, training and enabling mothers in the use of appropriate low-cost foods preparable 
by themselves. Communication and social organization play a decisive role in this 
effort. 

It has been established that a major consequence of bottlefeeding is recurrent 
diarrhoea, leading to dehydration and death of millions of young children, many of 
them of the slums. The right response in keeping with primary health care would be to 
inform, encourage and enable mothers to treat dehydration in their own homes in one 
or another of the known ways of doing so—by giving the child a mixture of sugar, salt 
and water, either using the ready mix packet or by preparing the solution at home. 
Recent research shows that commonly available cereal fluids like rice water would be 
an effective response to diarrhoea. Once again diarrhoea management has to go 
beyond medical science (which, of course, forms its basis) to changing attitude and 
behaviour of mothers in poor urban families. Primary health care must transcend the 
health sector in order to succeed, 

We noted the city experience in the effort to immunize against six common childhood . 
diseases which kill an estimated five million children a year in the developing countries. 
This is so in spite of the technology of immunization being available. Which leads us to 
the conclusion that communities, whether in slums or in villages, need to be organized 
to be ready for and demand immunization. Mothers could be persuaded more easily to 
bring their children for vaccination, if the immunization is combined with services 
more readily seen by them as beneficial; if this element of health care is linked to other 
health services and to other basic services—rather than being promoted in isolation. 

Towards an answer: People and especially children fall victim to a number of easily 
preventable nutritional diseases that can and do grow into disabilities. For example, a 
survey some time ago showed thyroid deficiency to a significant extent among school 
children in Delhi. The incidence of visual impairment is more common and if not 
treated in time can become a disability. Anaemia is even more widespread among 
children and mothers. We know all the answers, and the means cost little. Yet the 
numbers of anaemic children seem to increase. And we are unlikely to succeed through 
conventional medical care by impersonal institutions. A decentralized system sensitive 
to people’s needs and faithful to scientific discipline is called for. It has to be based in, 
and accountable to, the local community. It needs to be supported by professional 
expertise and public funds as needed. This is of the essence of primary health care in the 
town as well as in the village. A 

So we return to the imperatives of departing from barren habit and conventional 
methods and institutions. We have to try out new and imaginative lines of action; 
combining scientific knowledge with social purpose; releasing people’s initiative 
through heightened awareness; influencing political decisions in favour of decen- 
tralized, people-based structures held together by a politically determined aim. If we 
are clear about our goals and our strategy, neither the unequal structure of society, nor 
the size of the urban population, nor the magnitude of their problems need deter us. 
Once we trust people’s ability to cope with whatever is their situation, it would be easier 
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for us to let people succeed—in the long-term interest of society as a whole. 

The social breakthrough that we desire can be brought about only through enhanced 
quality and coverage of appropriate communication. But communication would not 
be achieved if it is one way—from us to the slum people. We must first learn to listen to 
their explanation of their beliefs and perceptions and reasons. We must understand the 
cultural pattern that is part of their being. The messages we seek to transmit must be 
woven into the fabric of their lives if they are to be accepted. A successful two-way 
communication is at the heart of primary health care, as indeed of any other 
component of development. 

It isin this perspective that we would hold that primary health care could, despite the 
slow start and some hurdles in the way, accelerate more rapidly in the city than in the 
village. 


11.2 Policy options in urban services 


AS a programme of UNICEF cooperation in many countries with an accelerating 
spread of urban population, Urban Basic Services are a natural and necessary 
response to the growing unmet needs of children. In most developing countries the 
proportion of the rural segment is diminishing steadily. In the foreseeable future, more 
and more children will live, and die, in urban areas than in villages. 

Having recognized the imperative to intervene, and haying launched the effort in 
much the right direction, how do we get the better of an ever-growing size of the 
problem? Can we expect to do so mainly by attracting more attention, more research, 
and more resources into urban basic services for children? We do not think so. Such an 
approach will not take UNICEF or others very far in actually reaching services to the 
children. 

The needs of children are the same in urban and rural areas—whether in nutrition, 
health, sanitation or learning. Only the techniques of response to them have to be 
adapted to the differences in the physical and social environment, as between urban 
and rural areas, as well as between one urban setting and another. 

What might be the optimal way of achieving the necessary adjustments in basic 
services, including primary health care, to suit the urban context? This should be one of 
our central concerns. 

Perils of proliferation: Given the national situations, it would not be an act of 
economic prudence for UNICEF to advocate parallel systems of functional services to 
meet the needs of urban children. The one sure effect of such an escalating move would 
be to erode the resource base of both the urban and rural services for children. Rather, 
the same national systems and programmes should flexibly respond to the same needs 
in their different contexts. This concern could be a constant focus of our discussion. 

We would therefore have liked to see that the discussion involved professionals from 
different fields of programming. The viability of Urban Basic Services as a programme 
depends on its capacity to generate practical ideas in a collegial mode of functioning 
among the different programmes for basic services, under an urban umbrella. The 
costly, and therefore unwelcome alternative to such an approach would be to build a 
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separate, elaborate edifice with its own exclusive set of functionaries, manuals and 
interpreters. This is a luxury which few countries can afford. And certainly not 
UNICEF with its “handful of coins and pocketful of people.” 

To those of you who are still to be persuaded by this logic, let us note that children do 
not have “urban” problems, any more than they have “technical” problems. It is we, as 
technicians and as urban specialists, who have these problems. It is therefore entirely 
avoidable, and to be avoided, that Urban Basic Services, as a subject, grows into an 
esoteric specialism as it sometimes tends to become. 

Guiding principles: Fortunately, we have well-defined and clearly articulated 
principles to guide developmental action, be it in the urban or rural context. We refer, 
of course, to the Basic Services approach and to the Primary Health Care concept. 
And, Urban Basic Services is founded on these fairly self-reliant principles. What do 
we in UNICEF, need to do to have them successfully applied on the ground? Let us not 
confuse the issue, or compound the problem, by attempting to do ourselves what 
should, and could be done between the people and the government. It is at this point 
that we would like to stress that the principal role of UNICEF is to produce and 
transfer ideas, as credible and intrepid advocates for children, to convince the 
community as well as policy makers about the validity of what we advocate. 

All of us recognize that the community-basis of Urban Basic Services is conceptually 
firm. The practicality and advantages of this approach have also been successfully 
demonstrated in many countries—thanks to some imaginative initiatives taken by 
UNICEF. All the same, it remains a fact that countries are finding it difficult to catch 
up with the growing urban problems by scaling up services for deprived children. To 
our mind, the answer to this dilemma lies in balancing the community-approach with 
political influence at the highest policy-making level. Here again, experience shows 
that UNICEF can stimulate the necessary political influence, if we have ideas and if we 
try hard enough. 

‘All too often we in UNICEF have a tendency to oscillate between planning from 
below (which is necessary) and planning top-down (which is inevitable). We must learn 
to capture, and capitalize on, the complementarity of the two approaches. Insofar as 
this presents a dilemma, it can be resolved only by political decisiveness. This is why we 
have to try and change national policies—towards accelerated universal coverage of 
urban basic services by marrying existing national service systems to local community 
organizations. This can be done only under political auspices, a reality which all of us 
have to become comfortable dealing with. 

Let us pose the challenge involved in elementary terms. On your return home from 
this workshop, let us assume that the head of government is so keen to improve the lot 
of children that he gives you 15 minutes to talk to him on urban basic services. How 
would you like to use those minutes? Would you describe what UNICEF is doing or 
persuade the government to readjust its policy? A y 

And, back in your office, how would you like to brief the UNICEF Representative? 
Would you present him with a summary report on our discussions or give him some 
ideas with which to improve management as well as influence government? We should 
think this over, for our problem is real. Y 

That leads us to another question. What outcome or consequence would you like of 
this discussion? A report that is better than any earlier? More policies enunciated? 
More staff time or other facility for your work? 

Practical concerns: We believe our principal 
political priority, in terms of policy and planning, 


concern should be to elevate the 
for Urban Basic Services. There is no 
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other way to achieve progress in the slums and shanty towns. Supporting more and 
more small-scale projects does not appear to be the best means of scaling up to national 
coverage. Such carefully nursed, labour-intensive projects are in constant danger of 
being smothered by the counter-culture of the prevailing bureaucracy, unless we figure 
out the buttons of political power and find a way to press the right ones. 

As we noted, success implies influencing the political level as well as reshaping our 
internal approach on a participatory basis and joint responsibility among functional 
programme elements—consistent with the principles underpinning the UNICEF 
concept of basic human development. 

Before concluding, we would invite your attention to a set of specific issues. These 
relate to the often difficult options in organizing each of the various basic services in the 
urban areas. For example, how would we envisage early childhood learning facilities in 
congested centres? What ideas can we offer in finding “space” for small children from 
low-income groups to get together and play in the urban setting? What would be our 
response to the apparent paradox that immunization coverage tends to accelerate less 
in the urban areas than in rural areas? Have we been able to assess the reasons for such 
a difference? To what extent does the UNICEF policy on handpumps need adjusting to 
the urban context? What are the practical points of difference in meeting the needs of 
personal and environmental hygiene, as between rural and urban areas? 

These are the types of questions we have to come to grips with, in the framework of a 
strategic consensus. Let us remember that the challenge to us in UNICEF is not so 
much siphoning material resources as generating practical and attractive ideas that 
make political sense to harassed governments and point to a future for depressed 
communities. It is on this scale that the work of UNICEF has always been judged by 
public opinion everywhere. And, it will be more so in times to come. 


11.3 Urban priorities 


i bikes are few challenges in development more tough than that of the 
complexity, magnitude and continuing growth of urban slums. The inhumanity of 
life in the slum is well-known, but it needs to be underlined that the worst victim of it is 
the child. This is the reason why UNICEF is deeply involved in developing a new social 
ethic by which children, even in the slums, are not denied the basic minimum of services 
that they need for their survival and development, and to which they have the right of 
access. 

The provision of basic services is a part of the policy of the government, and is an 
appropriate strategy which can succeed against the odds which the magnitude of the 
problem presents. This is mainly because the strategy represents a feasible, low-cost 
option. A variety of needs—in health, education, water supply, sanitation, income — 
generation—is sought to be met together; and therefore met easier and less expensively 
than meeting them separately. When people themselves become increasingly involved 
in their own development, costs in terms of money and time, tend to be lower. This is 
the principle behind encouraging and enabling the local slum community to 
understand and analyse its needs, organize and maintain social support services in 4 


The Child in the Slum 319 


decentralized design, based on its own responsibility and adequately supported by 
government. 

Children first: More than in any other population group, the concept of ‘Children 
First’ in development policy and planning, must apply to the context of urban slums— 
for reasons such as we have touched upon. The strategy implies a trans-sectoral 
approach to concurrent services for children, to be organized on a community basis, 
with a major role for voluntary action. This approach was upheld by the high level 
SAARC Conference on Children held in October 1986 and substantially endorsed by 
the SAARC Summit the following month. We mention this because priority for 
children, particularly those in need is, happily, a politically live issue in India and the 
other countries of South Asia today. 

Having noted this, we have the responsibility to accelerate action in the agreed 
direction, and catch up with the growing size of the problem. A continuation of stale 
routine past methods is unlikely to make a difference in any of the fields of interest, be it 
health, education, sanitation or housing. New ideas are needed to face entrenched 
problems. New methods of organizing preventive health and other basic services, have 
to be applied to the specific situation in urban slums. There are many urban projects 
under Integrated Child Development Services (ICDS), but they are usually cons- 
trained by lack of space. 

This International Year of Shelter for the Homeless reminds us of the need for 
alternative approaches to housing for the poor. Urban sanitation has probably 
worsened during the past decades, partly due to the rapid rate of population growth 
but mainly due to widespread continuing ignorance of, and apathy towards, observing 
the rules of health and hygiene. This again, calls for an approach to sanitation different 
from the conventional; more so because sanitation and safe water together are a major 
determinant of health. The traditional assumption that both are essentially rural 
problems, no longer holds. f 

Health in slums: Let us look at the health situation, and possible responses to it, 
more closely. The transmission of communicable diseases is highest in the slums. 
Childhood infections are not seasonal but all the year round phenomena. In spite of the 
fact that preventive measures are available at hand in towns and cities, immunization 
coverage remains low in the urban areas, Easier access to services, fewer logistical 
problems for supplies and greater exposure to communication media have not made a 
difference to the well-being of children in the slums. 4 

To take the specific example of immunization, it is known that it can have the highest 
impact in the shortest time at the lowest cost, in high density urban areas, compared to 
other locations. The time has come to exploit this potential, without further delay, in 
the interests of the whole society. i i y 

As experience shows, in India and elsewhere, there are ways of liberating this 
potential. Micro planning is necessary and feasible. Resources as well as needs could be 
analysed on the computer. Major health institutions, including medical colleges, 
hundreds of private practitioners, and dozens of voluntary groups could be drawn into 
the effort, to enlarge municipal and government capacities for social mobilization. In 
industrial towns of even modest size, the support of public and private enterprises is 
available, for the asking. The usual limitations in social communication in the rural 
interior, do not apply to cities and towns where even low income groups have access to 
modern media. ; Pai 

An urban irony: We are faced with a situation in which a basic service like 
immunization can be quickly extended to all children and yet the coverage even in 
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urban areas remains small, and progress is not fast enough. We suggest that the main 
reason why this is so is the fragmentation of our resources and our effort. For example, 
if the channels are opened up for a freer flow of available funds and supplies, as 
between the health department and the municipal service providers, an improved 
outcome is likely. Developing an appropriate mechanism for multi-level coordin- 
ation, within the town administration, appears to be a major priority for basic services 
for the urban poor. 

What applies to immunization in terms of social mobilization and programme 
management, holds essentially true for other services as well. In this context, we would 
invite your attention to the political priority given by the heads of state or government 
in South Asia for a set of time-bound, child-related social development targets—like 
universal immunization by 1990, universal primary education before 2000, universal 
access to nutrition for mothers and children, safe drinking water, and means to 
adequate shelter to all by that year. If these are to be achieved, the urban areas have to 
be fully covered even earlier for the reason that it is relatively easier to do so. We in 
UNICEF believe that this is feasible. 


12 Children in 
Trouble 


12.1 Policy on child destitution 


‘ M ANKIND owes the child the best it has to give,” says the Declaration of the 

Rights of the Child, adopted by the UN General Assembly in 1959. Nowhere is 

this ideal more disregarded than in the case of the abandoned child. That succour and 
support should go first to the neediest is a primary principle of social justice. 

UNICEF co-operation in 112 countries around the world is based on a firm 
conviction in the child’s right to a name and nationality; opportunities for normal 
healthy development in freedom and dignity; adequate nutrition and housing; 
recreation and medical services; love, understanding and security in the care of the 
child’s own parents as far as possible; education and equal opportunity to realize his or 
her.full potential; and protection against neglect, cruelty, exploitation and discrimin- 
ation. These, we believe, are the birthright of every child. 

The process and consequence of abandonment and destitution of children violate 
each one of these rights. The abandoned child is deprived of a personal and social 
identity and unless timely intervention is forthcoming, abandonment leads to a total 
deprivation of the child’s survival, protection, care or preparation for life. We are 
gathered today to address ourselves to the problem of child abandonment and to equip 
ourselves to play an effective role on behalf of the victim. 

Towards a policy: The operational experience of UNICEF in this vital sphere is 
recent and limited. With the exception of children caught in emergency situations, we 
have had little direct involvement. We are yet to evolve a comprehensive global policy. 
At the same time, the increased awareness generated during the International Year of 
the Child as well as the pressure of local needs and situations had led to certain lines of 
action in some countries. In Latin America, for example, UNICEF supports a regional 
project aimed at meeting the large number of children without families. 

In India, we have agreed to co-operate with the Government, other agencies and 
individuals who have undertaken responsibilities which would, in normal cir- 
cumstances, rest with the family. 

Briefly, our approach and co-operation in India, 

— attempt to assess and address the causes and preve 
and destitution; 

~ are geared to survival, protection, 
for all children; and 

— promote cost-effective strategies particu 
child. 

Prevention of abandonment: Reliable information on the causes, magnitude and 


ntion of child abandonment 
care and preparation of abandoned children as 


larly for the care of the already abandoned 
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prevalence of child abandonment is scarce. There have been few attempts to investigate 
the phenomenon at the community level. We, therefore, do not know the numbers we 
have to deal with. However, an analysis of case histories of abandoned children who 
are fortunate enough to be within reach of services, indicates that abandonment is 
usually due to illegitimate birth, death of both parents, a break-up of the family due to 
death or desertion of one parent and other manifestations of the stresses and strains on 
the family. Poverty, migration and urbanization, chronic unemployment and marginal 
existence all take a toll of the family, and of the child. 

Programmes aimed at social and economic development of the poor, arresting and 
reversing the flow of people from village to town, and organizing community-based 
basic services for their children, can, we believe, have a significant positive impact on 
the problem of child abandonment. Such initiatives are already under way and 
UNICEF is closely associated with them. What can we, as the United Nations’ lead 
agency for children, do in addition to our advocacy and co-operation in ongoing 
Programmes? First of all, we must ensure a clearer focus on “at-risk” families (for 
example, single parent, particularly headed by women, those faced with chronic illness 
or unemployment) as beneficiaries in ongoing programmes. In addition, we must 
Promote efforts aimed at helping people to cope with the human consequences of 
economic deprivation and social neglect. Such efforts may include, among other 
measures, effective access to birth control and supportive counselling for women; 
temporary relief to families in crises; and simple community-based interventions— 
income generation, day-care, and foster-care—to help parents cope with the dual 
responsibility of earning a livelihood and rearing the child. In this, voluntary agencies 
have a crucial role to play and a few have attained success in reaching such services to 
those in greatest need. UNICEF must encourage such initiatives and promote 
Convergence with ongoing broad-based programmes. 

Services for destitute children: For the apparently increasing numbers of abandoned 
children, the first and most important social response must be to ensure survival. The 
large majority of unwanted children do not withstand the attempts at termination of 
their lives before birth, the effects of inadequate health and nutrition care during the 
Pre-natal period, and birth in conditions of Secrecy and neglect. The fragility of those 
who survive is accentuated and their continued existence is further threatened by 
improper infant feeding practices, dehydration due to diarrhoea, and by infections and 
easily preventable childhood diseases. 

Providing the mother of the unwanted child with adequate pre-natal and birth 
facilitiesis the first priority. Early referral to agencies providing services for abandoned 
children and speedy rehabilitation of the child necessarily follow. Fortunately, we have 
low-cost, cost-effective survival technologies at our disposal. We need to ensure that 
these interventions reach the unwanted infant. 

Once the child’s survival is ensured, his or her care and protection demands 
attention. Here, immunization against the six common diseases—tuberculosis, 
Poliomyelitis, diphtheria, whooping cough, tetanus and measles—is necessary. 
Together, these diseases account for some five million child deaths in developing 
countries. Immunization adequately protects the child from morbidity, disability or 
worse, physical, emotional and mental onslaughts, In addition, adequate mothering by 
the main caretakers, hygienic child care practices, growth monitoring and early 

» detection and treatment of impairments and disabilities need to be provided. Again 
none of these services demands heavy financial inputs. All of them are accessible if the 
knowledge and the will are present. 
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We understand that some institutions and agencies have demonstrated considerable 
success. One agency is attempting to set up a system of wet nursing involving women 
from the community and the house mothers themselves. This has resulted in a 
perceptible improvement in the infants. Others rely on foster care of infants to ensure 
that they are not deprived of the mothering and the parental warmth so crucial for 
early development. In some homes, all children are systematically immunized. Others 
have a good record in sanitation and environmental health. 

While protecting and caring for children, it is not too early to plan their preparation 
for adulthood. Early stimulation, opportunities for optimum physical growth and 
development, the inculcation of self-help skills and appropriate attitudes and values; 
opportunities for learning and recreation; an atmosphere for the development of 
emotional and personal maturity; pre-vocational training and the development of 
productive skills—these constitute some of the major necessary conditions for the 
child’s preparation for entering the world. 

Indeed, care and preparation of the child for adulthood start from the moment of 
birth, The evolution of the child’s personality and his or her behaviour as an adult isa 
function of the nature and quality of the child’s experience from infancy. Early 
stimulation and maternal warmth have as significant an impact (if not greater, as some 
would say) than later education and vocational training. 

Approaches to care of abandoned children: The relative advantages of institutional 
and non-institutional services have been the focus of debate for many years. The out- 
come of this debate is generally in favour of non-institutional services in the interests of 
both the impact on the child and the costs incurred per child. 

The Report of the Commission for Social Development in 1979 to the United 
Nations Economic and Social Council at its 26th session recommended that “Every 
child has a right to family. Children who cannot remain in their biological family 
should be placed in foster families or in adoption in preference to institutions, unless 
the child’s particular needs can best be met in a specialized facility.” The report 
recognized that “institutions, even when functioning under the most scientific 
conditions can provide but a poor substitute for family life and children for whom 
institutional care was formerly regarded as the only option should be placed with 
families, both foster and adoptive.” In the intervening four years, UNICEF has 
remained aloof and silent on these recommendations—recommendations which are 
based on the mounting evidence of the effects of institutional facilities. Children in 
institutions show delays in cognitive, motor and language development. In the socio- 
emotional sphere, institutional life is often reported to result in an inability to form 
lasting relationships with other people and a lack of inhibition and discrimination in 
social and emotional behaviour. In children below three years of age, the effects are 
more marked and often lead to more severe disturbances. } 4 

Regrettably, existing non-institutional services are limited in coverage. Their 
expansion is a slow and arduous process. Institutions are, therefore, the only option 
available at present for a majority of abandoned children. The institutions that exist 
are a testimony to the great number of concerned people who have come forward to 
accept responsibility, de jure or de facto, for these children and discharge this 
responsibility in trying circumstances. We must recognize this fact and must accept 
them as respected partners in the work for a common cause. Our attempts must be 
focused on promoting non-institutional alternatives while simultaneously assisting * 
existing institutions to effect qualitative improvement in the services they provide. The 
ultimate goal must be to accelerate the evolution of a wide range of non-institutional 
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and institutional interventions so that children have access to services that are best 
suited to their individual circumstances and needs. In short, the question is not 
whether we should support institutional or non-institutional services but one of 
helping the development of an appropriate and practical mix. 

What UNICEF can do: Effective strategies for responding to the problem of child 
abandonment and to the needs of abandoned and destitute children cut across many 
disciplines and call for convergence of thought and action in many fields: the judiciary, 
police, social services and child development programmes. The resources of UNICEF 
are modest in relation to the magnitude of the task. We must identify the optimal 
means of deploying our limited resources for maximum effect. 

First of all, we recognize that our resources preclude an investment in the linear 
expansion of institutional services and in the day-to-day maintenance of children, be it 
an institutional or non-institutional setting. While the former is not the best option, the 
latter is the responsibility primarily of the Government and people of each country. 
Any UNICEF contribution in this respect would be both inappropriate and 
inadequate. Direct inputs can play a part only when an innovative programme is 
attempted and when there is a clear commitment on the part of the government and 
voluntary organizations to share costs and sustain support. 

UNICEF can play a crucial role in capacity building, be it in improving the delivery 
of services through trained personnel in existing institutions, helping others to develop 
and implement alternative approaches, training surrogate parents or enhancing 
community awareness of and participation in efforts at intervention. 

The UNICEF role as advocate focuses on appropriate legislation and effective 
implementation of legislative provisions; promotion of adoption and non-institutional 
alternatives; preventive social measures and convergence of services with ongoing 
programmes; and most important, on raising public awareness of the needs of 
abandoned children. 

And finally, UNICEF can play its part in bridging data gaps to promote improved 

planning, implementation and monitoring of programmes. This may include support 
to investigations of the magnitude and prevalence of the problem, identification of 
effective monitoring systems, assessment of minimum standards and needs for 
services particularly for infant care and support to action-oriented demonstration 
projects. 
_ Our initial efforts will necessarily be modest. The types of responses mentioned are 
indicative of what we can do. Our first task is to equip ourselves with the knowledge, 
skills and motivation necessary for effective involvement. We welcome any opportun- 
ity to familiarize ourselves with the various dimensions of the problems, study a range 
of programmes and services, interact with people who are in the front line of action, 
and draw on this rich and varied experience to shape our course of action. 


12.2 Finding a family 


ANY of us assembled here have ventured into a field where most development 
workers hesitate to enter. When the basic social unit that is the family 15 
dismembered, the last vestige of hope for the child tends to disappear. We see our role 


Children in Trouble 325 


asa pathfinding attempt to reaffirm the role and duty of the community to step in as the 
extended family. 

The UNICEF participation in this discussion has two broad purposes: First, we 
would like to learn how a developmental concern for the destitute child may be woven 
into our varied programmes of co-operation in differing national and sub-national 
situations. Second, we would like to check how far some of our insights from work in 
fields like disease and disability hold good against destitution. 

We were struck by a key question: “Does not helping some individual children leave 
the structural causes of child abandonment totally unaffected.” The answer we would 
like to suggest is that the distinction between social change and humanitarian action is 
artificial. It is a function of development to deliberately outgrow this dichotomy. In the 
light of our own experience, we believe it is possible to marry short-term support to the 
life of the individual child with medium-term services based in the community and 
long-term social development goals. Obviously we have to get better at this art—in a 
joint effort on children’s behalf. 

A matter of right: Fortunately, there is some clarity of the central issues involved 
and the basic principles that should guide action. The Declaration of the Rights of the 
Child, adopted by the UN General Assembly in 1959 is an unambiguous statement of 
societal goals: It affirms the child’s right to a name and to a nationality; to 
opportunities for normal healthy development in freedom and dignity; adequate 
nutrition and housing; recreation and medical services; love, understanding and 
security in the care of the child’s own parents; education and equal opportunity to 
realize his or her full potential; and protection against neglect, cruelty, exploitation and 
discrimination. , 

In committing ourselves to these aspirations, it appears necessary to remind 
ourselves of a few strategic considerations: 

~ First, it is surprisingly simpler to promote the child-related goals together than to 
pursue them in isolation. The child needs them all, equally and at the same time, 
though those of us who work for children are conditioned more by our specialisms 
and preferences than the needs and potentials of children. The number of destitute 
children is apparently on the increase for reasons that have been fairly well 
analysed. Would it be feasible to establish at the community level services geared 
solely to their needs? Would it be possible to combine attention to children without 
families with attention to other deprived children, on the strength of common but 
adaptable facilities? tea 
— The second question is as familiar as the first in every field of child-related activity, 
whether it be about the child’s survival, protection, care or preparation for life. 
While present prevalence of destitution, disability, disease or other deprivation 
leaves no option but to reach succour and support to those in distress, is it too early 
to put “prevention” as the overriding principle? If development is the priority, can 
society afford to wait till destitution takes over? . 3 
~ A third thought that comes to mind is on the concept of the rights of the child. 
Clearly we are applying “adult” language to one who has no vote, organization or 
other means to influence the system. A right suggests more thana desirable value 
and implies the sanction of law and the option of redress in case of violation. Legal 
remedies which today do not seem to fully answer even the issues of “adoption,” will 
have to reach the heart of the problem of destitution, a nS 

A policy in the making: As mentioned, a UNICEF policy against child destitution is 

in the making. And it will evolve as we gain experience in Brazil, in India and elsewhere. 
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However we have the benefit of having some sound social and legal principles relating 
to the protection and well-being of children. For example, those enunciated on the 
initiative of the UN Commission for Social Development on foster placement and 
adoption provide a basis for moving ahead. 

Once full development of the child becomes the paramount criterion, restoring the 
child to the natural family, with needed support, in whatever appropriate form, should 
be the first concern. Adoption and foster care would be the next alternatives. And the 
needs of adoptive parents should, in the process of selection, become subsidiary to the 
interests of adoptable children. Once we realize that institutions for destitute children 
are unlikely to disappear as long as children get abandoned for whatever reason a 
sensible course of action would be to relate these institutions in a positive 
developmental way to the neighbouring community and use them to mediate the 
process of helping children back to a home—their own or an approximate alternative. 
On these and allied issues, UNICEF looks forward to ideas that will help shape a set of 
relevant strategies. 

Before concluding, we return inevitably to the theme of preventing destitution. The 
roots of child destitution (with which all of you are familiar) point to a framework for 
action to arrest, and if necessary reverse, the movement from village to town, to 
promote social and economic development of unemployed, impoverished parents to 
organize community-based basic services for children. 

We suggest that these broad aims be translated into inter-linked programmes of 
preventive as well as remedial value: income generation; birth spacing; counselling; 
essential facilities before, at and after birth; proper infant feeding; immunizing against 
diseases; prevention of disability; precaution against diarrhoeal dehydration; guidance 
in health, nutrition and hygiene; relief in times of crisis; day care of the young child; 
children’s homes till return to the natural family or another home is arranged. 

Only the combined effect of converging a cluster of basic services can underwrite the 
development of a child in need. For this to happen, a suitable community structure 
with a lead role for women has to be established. Voluntary initiative backed as 
necessary by the resources of the state can achieve this aim. And once an alert and 
informed community structure is in place, it will be relatively easy to protect children 
against destitution and to prevent children from being pushed out of their families. 


12.3 Protection against narcotics 


HE United Nations Children’s Fund commends the initiative of the Supreme 
Court Bar Association in sensitizing parents, professionals and policy-makers on 
the need to protect the young from narcotics. There are indications that the average age 
of users of psycho-active substances is decreasing and that the use of multiple drugs is 
increasing. Nothing is more destructive of human health or less affordable to 
developing countries which depend primarily on the human factor for their develop- 
ment, than this trend. Z 
It is not always realized that the /aw is as crucial for the care, protection and 
development of the child, as nutrition, health, learning or the social environment 
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including the income and integrity of the family. It is equally important, however, to 
recognize the inter-linkages of these aspects which together determine the physical, 
mental, spiritual, moral and social development of the child. Experience shows that 
social response to the problems of the young would be easier, faster and more durable, 
if they are tackled together than separately. 

For example, the increasing use of narcotics is a consequence, not just of trafficking 
by promoters, or a spirit of self-destruction or social protest by consumers, but also, at 
a deeper level, of unemployment, alienation, broken homes, dropping out of school, 
and the kind of ennui so common in an impersonal urban situation. 

This is why UNICEF pleads not only for political and policy priority to meeting the 
multiple needs of the ‘whole child’, but also a planned approach to translating such 
priority into concurrent community-based services for them. An interesting frame- 
work for a broad approach is currently taking shape under the auspices of the United 
Nations, albeit slowly, in the form of a draft Convention on the Rights of the Child. 
One of the articles already approved by the Working Group reads: ‘:The states parties 
to the present Convention shall take all appropriate measures, including legislative, 
social and educational measures, to protect children from the illegal use of narcotic and 
psychotropic substances as defined in the relevant international treaties,and to prevent 
the use of children in the illegal production and trafficking of such substances.” 
Clearly, a concerted international effort is called for against production, distribution 
and consumption of narcotics. 

The Seminar on ‘Narcotics and the Law’ can play a pathfinding role in stimulating a 
social response to one of the more serious but relatively neglected problems of our 


times. 


13 Children and 
Peace 


13.1 Peace through the UN 


A? an organization the United Nations is forty years old. As an ideal, it is 
as old as organized society. A vision of peace, justice and progress is enshrined in 
the Charter. On an occasion such as today we have to see not just how. well the 
document reads, but how well it works. 

Nothing is easier than to expose the gap between an organization and its ideals. We 
would like however to focus on the distance the organization has moved towards the 
vision set before it. 

Four dimensions: Without claiming comprehensiveness, we see four broad dimen- 
sions to the task facing the United Nations system: 

- A primary motivating force behind the United Nations—as indeed for the League 
of Nations before it—is the concept of collective security. There are two principles 
to this concept, namely, that aggression anywhere in the world is a concern of the 
whole international community; and second, the imperative for taking collective 
action. Human survival in this age of nuclear confrontation implies a shared 
interest in peace. 

— A second dimension of the UN function is the promotion of the fundamental 
rights and freedoms which all human beings should enjoy. Perceptions of, and res- 
pect for, human rights differ but certain well-defined norms are necessary to serve 
as criteria for judging whether the cause of human rights is advancing or 
receding. 

— A third aspect of the UN effort is to strengthen international cooperation in the 
fields of economic and social development with a view to achieving for all, “better 
standards of life in larger freedom.” As experience shows, multilateral cooperation 
through the United Nations in the economic and social spheres is essentially a 
political process flowing from political decisions. 

— This brings us to the fourth dimension of current UN endeavour, namely direct 
support in the field of economic and social development at the national level, as 
distinct from activities aimed at cooperation at the global level. 

With these four distinctions made, it becomes easier to see the track record over the 

past four decades, including the hurdles overcome, or to be overcome. 

Keeping the peace, in a world divided for war, has never been easy. And as the 
Secretary General pointed out recently the world has turned out to be a more complex, 
far less orderly place than had been hoped at San Francisco forty years ago. Mainly, 
this has been due to the new doctrine of security based on nuclear deterrence. Partly, 
the forces of nationalism, and fears for national security, far from abating after the 
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Second World War, have been very much on the increase. The security environment is 
perhaps more fragile than at any time before. There has been a retreat from 
internationalism and multilateralism—at a time of unprecedented interdependence 
among the community of nations. 

Security: Let us remember that the UN has no autonomous capability to deal 
effectively with situations threatening peace and security, much less to have any 
coercive authority to discipline a delinquent state, not even a small one. It is nota 
supranational body, but a voluntary organization of independent sovereign states. It is 
ona as good as what the members, and in particular the super-powers, would make 
of it. 

All the same, the UN has, through the mixed experience of involvement in a series of 
trouble spots from Korea through Suez and the Congo to the Middle East and South 
East Asia today, vindicated its existence as a political institution. For, “though the 
United Nations cannot alter the international distribution of power, not even 
guarantee the weak against the determined depredations of the strong, it can mobilize 
and maximize the forces which in any given situation favour just or peaceful action, 
and can put at their disposal for this purpose the most extensive armoury of diplomatic 
and parliamentary devices so far known.” 

Human rights: In the field of human rights, the UN has contributed in two ways, and 
substantially. It has been a rallying point to world public opinion in general and to 
human rights activists in particular. At the same time it has helped to accelerate the 
process of decolonisation, by focusing on specific situations. For instance, the work 
now going on for independence of Namibia today is based on the United Nations plan 
for that country. 

The United Nations reflects in a unique way the aspirations and frustrations of many 
nations and groups all over the world. “A just cause, however frustrated or 
disregarded, can find a voice in the United Nations.” 

World economy: The exertions of the UN at the global level for cooperation and 
concerted action in fields like trade, money and finance have been bogged down by the 
political realities arising from, not the East-West confrontation, but the North-South 
imbalance, However disappointing the results of recent efforts to review and reshape 
international economic institutions, relations and the order itself, there seems to be no 
alternative to moving, in incremental stages, towards an integrated and coherent policy 
for all the “three worlds” so called. Whatever the chances of success, there seems to be 
no way open except to move flexibly, maybe slowly, towards Global Negotiations, 
True, there is no one formula which would lift all troubles. Rather, there are different 
partial ways of coping with some of them. There is a variety of forums in which to try. 
But clearly the United Nations provides the most neutral and tested frame-work for 
dialogue, negotiation, and possible agreement and reform of the international 
economic order. 

Human development: Let us now touch upon the direct development support 
which the UN and its member organizations provide at the national level ina variety of 
fields ranging over population and food, industry and technology, education and 
health, environment and child development. The support provided by the UN system 
for development, excluding the World Bank, now amounts to over US $2 billiona year, 
the biggest channel being the UN Development Programme. And, we cannot resist 
quoting the Secretary General on the organization to which we belong: “The United 


Nations Children’s Fund has brought life and hope to millions of children and mothers 


and is a leading influence in furthering technological and communication advances 
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that can bring a survival revolution for children in Asia, Africa and Latin America.” 
And, we are glad to share with you the news that we have just negotiated with the 
Government of India—in some seven ministries—the largest UNICEF country 
programme for any country, and the largest so far in the more than three decades of 
UNICEF cooperation with India. 

What is significant about UN partnership in development is that high priority is 
given to the low-income countries, with particular attention to the problems of the 
poorest of the poor. 

Here again, the United Nations is only as good as what the member countries 
make of its aid and technical assistance in bridging technological, as well as social 
gaps. 

‘As we noted, at the outset, there is considerable criticism of the UN and its 
effectiveness. Our attempt has been to provide a perspective in which to consider such 
criticism. It would be wise to recall Dag Hammarskjoeld’s words: “The United 
Nations,” he said, “had not been founded to give the world heaven but to preserve it 
from hell.” 


13.2 A thirst for change 


AC lesson of the 40-year working experience of the United Nations system 
is that the peace of the world can be assured only by the self-development of 
kes The safety of the future would depend on how far this insight is accepted and 
applied. 

The world is one and many. One, in the sense that its problems are the responsibility 
no longer of a few but of more and more people living or working in any part of it. And 
many, in that people’s perceptions and national policies are not always inspired by the 
simple fact of the oneness of humankind, which alone can sustain a vision of world 
society. This is the dual context in which the United Nations has striven, as an 
organization and as an idea, to live up to the ideals of its Charter. 

Attempts to bring peace through conventional ways, so that development can 
follow, have been painfully slow. Perhaps peace will come as people are allowed to 
develop themselves. Again, the experience of two UN ‘development decades’ and of a 
third which is halfway through, underlines the old truth that people develop them- 
selves through their active involvement in the development of the world in which 
they live, and in the nurturing of the natural resources by which they live. Both 
ideology and technology have to respect this direction for change and adjust their 
course. 

Linked aims: Whatever the judgement of history on the results of the exertions of the 
United Nations over the decades, the system has established, for the first time, an 
organic linkage between the four main dimensions of its, and the world’s concern. 
Collective security, international cooperation, national development and human 
rights are no longer separable in the consciousness of the world. This is a valuable 
stimulus for change on the ground. 
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While the structures and programmes of the United Nations system have had to 
evolve with experience and adjust to changing realities, they have kept their aims, 
through success or failure. This has been possible because of the unifying principles 
that hold them together. Full employment has, for example, been an aim of the 
Economic and Social Council since the late 1940s, a concern that has found expression 
in the activities of ILO, which in fact predate the United Nations. By the time the 
International Development Strategy for the Second UN Development Decade was 5 
forged, the links between employment, growth and basic needs were clearly 
established. Indeed, this helped to modify the central thesis of the First Development 
Decade in the 1960s, that accelerated economic growth would overcome widespread 
problems of poverty and unemployment. 

As numerous issues of global concern began to be routed, ifnot resolved, through the 
UN channels, new criteria came to be applied to national and international policies, on 
behalf of the world community. One such “common standard of achievement for all 
peoples and all nations” was the Universal Declaration of Human Rights adopted by 
the UN General Assembly on 10 December 1948. Six years later, the Declaration of the 
Rights of the Child was adopted by the same forum. The translation of these rights into 
legally valid principles, accepted by nations and adhered to in practice, remains to this 
day a central challenge to the UN Commission on Human Rights and the entire UN 
system. But nothing so assures the rights of the human being or of the child as 
the strength of opinion of an informed public. The reasonable assumption that not 
many would have read or heard about these declarations is a commentary on our 
times. 

Changes in perception: Major changes have occurred through the past decades, 
particularly the 1970s, in the global perspectives on development, mainly through the 
agency of the United Nations. Thus, education has come to be recognized as a human 
right; and the need to democratize it, to reform its content and methods to make it 
relevant to the quality of life, is also widely accepted, though not yet substantially met. 
The implications and modalities of fulfilling the basic right of access to health cover a 
wide range of which medical care is only a part. Essential nutrition, safe drinking 
water, a clean physical environment and, above all, a grasp of the simple laws of health 
and hygiene, are even more critical to health and in fact reduce the dependence 


on a strained medical system. Policies and practices have to be altered, the sooner 


the better. 

Perceptions are changing in relation to controlling the population growth, a topic 
that inevitably comes up in any discussion on development. Any credible development 
policy must take fertility regulation seriously and, even more, the nature of the 
relationship between development and population trends. Experience has repeatedly 
shown that attempts to lower the birth rate cannot be separated from the basic needs of 
the people who account for the high rate—their needs in nutrition, education, health 
care, sanitation and shelter; and to sustain all these, a social environment supportive of 
employment and equity. To illustrate this logic, communities where child health has 
improved and infant mortality is reduced, have more readily accepted the spacing of 
births and limiting their number. 

The involvement of the United Nations and its agencies in these and other national 
and global concerns like equal rights for women, the free flow of information and the 
conservation of the natural environment, expresses two concurrent trends. First, the 
humanitarian impulse of much of the UN activities in the social sphere has acquired a 
definite developmental dimension. The current UN programme of Africa coordinated 
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by the Secretary General is an example of such an amalgam. And second, social 
development has come to be linked with economic development in an integral pro- 
cess. These changes are substantially reflected in the International Development 
Strategy of the Third Development Decade in the 1980s. How far these have been 
built into national plans and programmes is a matter of national perception and 
priority. 

The human factor: Emerging as a cumulative result of development-related analysis 
and action is the renewed interest in the development of the human being, as a matter of 
individual right and as a social resource. But where do we begin? Years ago, that great 
friend of the United Nations, Jawaharlal Nehru, gave the answer in clear terms: “But 
somehow the fact that ultimately everything depends on the human factor gets rather 
lost—in our thinking of plans and schemes of national development in terms of 
factories and machinery and general schemes. It is all very important and we must have 
them, but ultimately of course, it is the human being that counts, and if the human 
being counts, well, he counts much more as a child than as a grown-up.” This precisely 
is the basis of the mandate of the United Nations Children’s Fund. 

Such is the width and ramification of the UN’s development role that it is not 
possible for one wing of the UN system to work in isolation from the others, any more 
than away from the national governments. Developmental wisdom seems, however, 
to lie in collaborating in specific time-bound programmes which meet the present 
needs of the people as well as fit in with the goals accepted on priority by the world 
community. 

An example of coordinated action: There are thus exciting possibilities of immediate 
action. For example, in a recent personal communication to heads of governments, the 
UN Secretary General spoke of “the possibility of achieving the goal of universal 
immunization of young children by 1990, through accelerated action in line with a goal 
already established by the World Health Assembly (in 1974). The endeavour could 
result in saving the lives of several million children each year and in preventing a 
comparable number from suffering permanent disabilities. Experience in several 
countries, some of which have doubled or even trebled their immunization rates in the 
recent past, has already shown that mobilizing a society’s organizational and 
communications resources in support of an effective national immunization pro- 
gramme can have the most far-reaching cumulative effect. In particular, it can lend 
momentum to other primary health care approaches as supported by the World Health 
Organization and the United Nations Children’s Fund.” 

Universal immunization of all children is one of several urgent and feasible 
interventions for ‘human development.’ In the specific context of Asian countries, the 
control of extensive and serious deficiencies of iron, iodine and vitamin A, correction 
of the substantial misinformation about breastfeeding and weaning practices, home 
management of widespread childhood diarrhoea, and essential nutrition and know- 
ledge to mothers and mothers-to-be, are all measures that could be deferred only 
at the risk of irreversible harm to new lives. 

The foundation of development—economic, social and human—is no more uni- 
disciplinary. Which is perhaps as well. The society of which an individual is part, 
involves, to a greater degree than ever before, the whole village and country and 
ultimately the whole world. The time has come to establish a balance between global 
goals on the one hand and particular programmes of people’s action, on the other. The 
vision of the architect is realized, brick by brick, by the workers. 
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13.3 Peace, development and children 


HE theme we would like to develop this morning is two-fold: Universal access 

to basic human development is a requirement for a just and peaceful social order. 
And, a path to peace through development can be found in the process of social 
learning—through communication. 

Peace, like war, begins in the minds of men. Therefore we ought to begin with the 
mind in its life from the earliest stage. In fact a later start is too late for the good of the 
individual or for social harmony. This is how children and the holistic development of 
the young mind and body should decisively enter our discussion. The aim and concept 
of inter-generational improvement, which is the basis of the integrity and continuity of 
civilization must, we submit, become a central concern of all of us including the 
media—in the interests of peace today and tomorrow. The voice of sanity and the 
victories of peace point that way. How far the media, and the rest of us, tread that path, 
and with what effect, would be a useful question for us to ask and try to answer. 

An Indian statesman of the previous generation, Krishna Menon, put it pithily when 
he said, in the context of Algeria’s liberation, that “you cannot make peace with war.” 
And I understand that one of India’s well-known humanists, Baba Amte, after his 
recent repeated diagnostic tours of troubled Punjab has suggested the prescription; 
“Peace by peace”, a theme which is as deep as it is simple. We hope we all can agree 
that development has at least as much to do with peace and justice in our world as 
diplomacy or defence. 

The human capital: We of UNICEF are anchored in the belief that development, in 
reason and in reality, begins necessarily with children. Since the subject of development 
is conventionally assumed to fall within the natural purview of economists, let us quote 
acouple of them, whose writings are familiar to many among you. In a closely reasoned 
tract of some years ago, Hans Singer concluded that “human investment”, rather than 
physical capital accumulation, is the essential basis for higher productivity, the more so 
in developing countries where the capital-output ratio remains distressingly high. 
More recently, Kenneth Galbraith, who needs no introduction to India, has said: “No 
error in the advice given to the developing countries in recent decades has rivalled that 
which placed investment in industrial apparatus ahead of the investment in human 
capital.” It seems to us that the wisest and truest investment that any society, rich or 
poor, traditional or modern, capitalist or socialist can make is in its children. If this 
proposition is accepted, certain non-deferrable responsibilities follow for us adults. 
Does the media in India share this perception on the priority for investing in what are 
usually called the social factors of development, like education, health, nutrition and 
sanitation? If they do, how far is it transmitted consistently to their audiences? 

We thus come to a major issue facing the media—their educational role in 
development and therefore for peace. You are aware of the political education and 
inspiration which the press in India provided in the struggle for the country’s 
independence. A similar role awaits the media today in the economic and social 
emancipation of all the people. The principle of universality is of course a moral 
imperative of social justice, but equily, there is no practical alternative to it. It has 
become clear, as never before, that it is impossible to sustain, for example, a social 
pattern of education and nutrition for some and ignorance and hunger for the many, 
progress for a few and stagnation for many. Also, for the first time in history, it has 
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become feasible, to banish malnourishment and illiteracy and to arrest disease and 
environmental degradation. 

Years after Mahatma Gandhi, economists are slowly veering to the view that they 
must be concerned not just with production and incomes, but with the pre-requisites for 
these, namely the conditions of living and the quality of life. We are not suggesting that 
the media, or others, should, in this light, look at children apart from the family and the 
community, but only that a focus on the promise and potential of the new generation, a 
thought for the vulnerable child, provides us with the perspective, which we often lack, 
in planning for fundamental development. 

Political priority: We must however gladly acknowledge that at the political level the 
primacy of the child as a subject of development—and not merely an object of 
goodwill—is being increasingly accepted. For example, exactly two months ago, the 
summit meeting of the seven SAARC countries affirmed in a joint declaration: “The 
heads of state or government recognized that the meeting of the needs of all children was 
the principal means of human resources development. Children should therefore be 
given the highest priority in national development planning. The heads of state or 
government underlined the importance of enhancing public consciousness and 
building a national political consensus on the rights of the children.” May we enquire: 
Who will “enhance public consciousness of the rights of the children” if not the media? 
However, this presupposes a familiarity on the part of communicators with the rights 
of children and the obligation of adults on the one hand and the actual, changing 
situation of children, on the other. 

The SAARC Summit also subscribed to specific time-bound targets for: 

— immunizing all children against common diseases which continue to be deadly; 

— universal primary education to which at least half the children of the relevant age- 
group in the region do not have access; 

— providing basic nutrition to all mothers and children which is not available to many, 
despite the region as a whole being more or less self-sufficient in food production; 

— reaching drinking water to the people, some two-fifths of whom might still be 
consuming unsafe water which becomes extremely harmful when it comes to 
children; 

~ providing shelter to the homeless, a plight that is unimaginable particularly at this 
time of the year and certainly not unknown in our modern, impersonal, 
metropolitan cities. 

It is significant that the SAARC Summit leaders have asked for an annual review of 
the many-sided situation in relation to children. Permit us to add that, to our dismay, 
we did not notice, beyond a stray exception, even a respectable mention in the media of 
this particular aspect of an otherwise well-published event. We wonder whether it is a 
matter of a certain hierarchy of values determining what is fit for print or broadcast or 
a case of slippage aided by habit. As a redeeming possibility, may we add that it is still 
not too late for the media in India and elsewhere to study, analyse and discuss the 
implications of the emerging political commitment on behalf of children. 

Children seem to be the worst victims in situations of armed conflict. The frequency 
of armed violence, especially in the form of civil conflict, is increasing. Virtually all 
these conflicts occur in third world countries. Currently, there are about 25 million to 
30 million refugees and internally displaced persons, most of whom have been 
uprooted by violence. Women and children constitute the overwhelming majority. 

Extending educational horizons: Let us persuade you on an allied dimension of much 
the same issue. The media today, here and elsewhere, are full of daily accounts of 
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violence in one form or another. Nothing could do more harm to a young, 
impressionable mind than violence which predictably uses the young as its main 
vehicle. Violence destroys not only life and property but also the basic values of peace, 
compassion and cooperation. It is therefore best contained by promoting these very 
values, a task which the media ought to take up with greater determination than 
presently, together with a similar concerted effort by the family, the local community 
and the educational system. 

If there is an interest, there is a way to transcend sectarian loyalties towards national 
integrity and onward to the human identity, which is the foundation of peace. For 
instance, psychosocial studies have shown that the religious identity in children usually 
emerges very early in childhood and becomes rooted by pre-adolescence. Therefore, 
any attempt to develop a national and human identity has to be done before this age. 
As we know, the emphasis on the oneness of humankind does not negate the true 
content of any religion. Clearly, a scientific understanding of the problem and an 
effective intervention call for a combination of research, study and social action. Once 
again, the role of communication becomes indispensable and decisive. 

Before concluding, we would like to make a few comments, on communication for 
social learning—a process in which the media play a crucial role. 

Unlike in many other sectors or disciplines, the art and science of communication 
involve more than a transfer of knowledge between a sender and receptor. At any rate, 
this definition of communication does not seem to respond to the multiple demands of 
the social development of the human being. Rather, communication may be 
considered as a negotiation between two persons, ideally on a horizontal plane, which 
results in the production of meaning. How does this concept translate itself to real life 
situations? 

A few examples would illustrate: 

Every true intervention for the survival, development and protection of a child is 


based, not on blind belief, commercial gain, or trendy imitation, but on a provable 
scientific principle, This is so in the case of breastfeeding, oral rehydration, prevention 
of disease through vaccines, washing of hands to keep infection away, eating easily 
available natural foods rich in vital nutrients, and stimulating the mind right from 
infancy. 

As you notice there is nothing new in any of these measures. Even vaccination is a 
procedure over a hundred years old, in India. Yet the proportion of fully immunized 
children is hardly half. Now could it be that there have been no communication on this 
subject? Government officials, medical doctors and health workers did talk about it. 
Nevertheless these appears to have been a failure of communication. Probably, the 
message was not “negotiated” with the people, with the mothers in particular. 

Successful negotiation by the communicator implies a sound knowledge on his part 
of the situation of the community with whom he is interacting. It implies a firm 


understanding of the scientific principles—such as those involved in the simple laws of 


health and hygiene—he is seeking to transmit. It also presupposes a professional 
shape the message to suit the needs of 


capacity to unwrap the mystification of science, 1 
the situation and present itin the idiom of the people. Thus, for example, there is bound 
to be serious limitations, in terms of effect on people of television programmes for rural 
people, produced centrally at an urban location for national transmission. Local 
programming is important if social relevance is to be achieved and community viewing 
is to be promoted. And local programming implies a major role for the local people in 
shaping the substance and style of the programme itself. This indeed has been the 
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strong point of traditional modes and folk forms of communication, the value of which 
are only heightened by the developmental imperative. 

What applies to television holds in relation to the radio or the print media, including 
advertising. Scientific information and application are intended to close the gap 
between reality and aspiration. It ought not to increase the distance between the 
communicator and the people. Rather, children and adults must be helped to realise 
that science is everywhere and can be discovered in the home, in the village and in the 
services to which they are entitled. 

The right to know: Indeed, communicators must imbibe the intellectual humility to 
know that they are responding to the people’s right to know. The parents have a right, 
as well as responsibility, to be aware of what is good for their children. We must learn 
to respect and restore that right. 

Let us briefly suggest a few elements of an approach for action by the media: 

— The media could agree among themselves that development must have a human 
focus. 

— On that basis the media could enhance their capacity to accelerate the pace of 
development. 

~ Reporting and analysis could increasingly shed the bias for the exotic and the 
sensational. 

— The media could increasingly be concerned with needs, resources and efforts at the 
community level, not just in large aggregate terms, and thereby assist in critically 
evaluating projects and programmes. 

— Equal, concurrent emphasis is to be given to the social and economic factors of 
development. 

— The media could pursue the truth that basic needs are both material and non- 
material and therefore linked to basic values. 

— The truth could be recognized that short-term life saving interventions must 
dovetail with longer term life enhancing measures, development being predicated 
on survival. 

— The sensitivity and social responsibility of the media imply that the first charge on 
their time, space and competence is the survival, development and protection of life 
from its earliest stage. 

Nothing less than such a consistent approach is likely to do justice to the cause of a 
future of peace. If peace is the aim, let us let the children develop. 


[4 Building the 


| 


Human Capital 


14.1 Children first: A development priority 


‘Lo paper outlines the case for elevating the political priority of planning 
for the needs of children within the national development process. It suggests 
strategic changes to provide an assured space for children through the stages from 
policy formulation to planning, programming, implementation and performance 
appraisal. 

It is timely that this socially critical change happen in the countries of South Asia, for 
several reasons: The situation of children in South Asia suggests the need for a 
reappraisal of responses to it. Of some 34 million children born each year in the region, 
around four million do not survive their first birthday. Another two million die before 
they reach five years. And not all those who survive grow up into healthy, productive 
adults. Beneath this trend is a complex of allied factors including malnutrition, ill- 
health and illiteracy particularly of mothers, common childhood diseases and various 
forms of child exploitation. While problems facing children differ among countries and 
communities in the region, they often stem from causes of common origin and lend 


themselves to comparable approaches to solutions. 


Studies within and outside the government systems indicate that the unmet basic 


needs of the 400 million children of South Asia can be fulfilled by an appropriate use of 
the material, intellectual and political resources in each of the countries, complemented 
by mutual cooperation among them in identified fields. < 

There is broad agreement in South Asia that the contemporary transition from the 
traditional economy to accelerated modernization hinges primarily upon the human 
factor, namely the quality of the rising generation, which means the wellbeing and 
preparation for life of children today. The time lost in preparing children for individual 
and social life cannot be retrieved. 

Programmes for development of c! 
investment as for human wellbein; 
contributing factor to, rather than 


hildren are as much for enhancing production and 
g. Actions in support of children should be a 
an eventual consequence of economic growth. 
Indeed, the connection between the mental and physical development of children and 
the social and economic development of nations is clear. National development 
strategies should understand the social costs of children not realizing their potential 
and the benefits from a child population facing the future with knowledge and 
confidence. 

The lingering incompatibility bet 
(which rightly views children as the 
consumers of goods and services today and tomo! 


ween the economic approach to development 
human resource of the coming decade and as 
rrow) and the social approach 
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to development (founded on concepts of human rights and social values) can be 
resolved only at the political level, on the basis of a holistic approach to child 
development. 

Experience shows that most problems related to children have multiple causes. And, 
a reasonable return on the investments currently made in services for children can be 
derived through an integrated redefinition of human resource development (as distinct 
from progress by sector or problem). A unified national plan is required to meet 
children’s needs across the functional sectors. Better results are possible within 
available resource levels through concurrent and coordinated inputs as well as active 
involvement by an informed community. 

Meeting the inter-linked basic needs of the child implies an exercise of the political 
will to take human development issues beyond technical and institutional confines— 
with each discipline making its unique and inter-related contribution to the shared 
aim. 

A regular exchange of experience on this endeavour would, in itself, be a fruitful, 
unique and potentially significant field of cooperation among the countries of South 
Asia. For the first time, the universal application of integrated and affordable 
approaches over the range of basic needs beginning with children, has become a 
practical political option. 

Accordingly, the following proposals are for consideration: 

- Enhanced political priority for children in national development planning for 
meeting, across functional or technical sectors, the basic needs of the whole child 
and of all children. 

— Discussion and agreement among the countries of South Asia, on a set of objectives 
and goals for improving the condition of children in the region. 

— Stimulating a process of annual review of the situation of children in the region, 
monitoring progress of programmes for them and exchange of experiences on their 
development, by making the subject a regular item on the agenda of the annual 
meeting of the heads of State/Government of the member countries of the South 
Asian Association for Regional Cooperation (SAARC). 


14.2 Economics of child development 


Tr human condition in large parts of the world today suggests that eco- 
nomic development has substantially neglected the human factor—which is the 
ultimate objective as well as the main instrument of development. 

Theexplanation for this situation lies in one or another of the familiar approaches to, 
or models of, development. When development is understood as a cumulative 
sequence of diverse economic deeds, consisting of a cut in consumption, savings, capital 
accumulation, increased production, higher consumption in the future and more 
savings for further investment, the social factors of development tend to be relegated to 
relative unimportance. 

Even when this conventional model is adapted to enable the drawing in of 
unemployed resources—like labour, skill, management, raw materials, capital 
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equipment and external funds—there are but narrow limits to its usefulness in 
underdeveloped economies which are short of such resources in the necessary balance. 

As a response to this predicament of developing countries, the role of “human 
capital” in the development process came to be emphasized. That is to say, better 
education, better training, better health and better nutrition have a Positive effect on 
productivity. While the logic of this argument is irrefutable, its application presents 
serious problems in an underdeveloped economy insofar as the financing of improve- 
ments in education, nutrition and health depends on previous output. 

Social factors: The issue involved is more than the familiar choice between current 
consumption and investment for the future. It demands a redefinition: Expenditure on 
social factors of development must be considered as investment in the quality of life of 
all human beings, right from the earliest childhood. It represents also a choice between 
deflationary economic policies and a dynamic approach to development with the 
human resource as its prime mover. 

If this reasoning is acceptable, development has to be defined as consisting of two 
inter-related aspects: growth to meet material means like food, clothing, health, 
education, housing, employment and income and change towards access to non- 
material needs like opportunity for self-reliance, participation, self-determination, 
security, identity and freedom. To the extent simultaneous and equal attention is paid 
by the development process to basic material and non-material human needs, meeting 
them becomes all the earlier. This is simply because the people themselves become 
increasingly involved in their own development. 

The case of children vividly illustrates the truth that the process of development does 
not depend solely on an increasing rate of investment, but hinges mainly on the human 
factor because the productivity of labour, along with the quality of management and 
entrepreneurship, is the key to reducing the level of the capital-output ratio. In an 
underdeveloped economy, the number of children is large, the share of resources for 
their maintenance is small and the needed resources that are available limited. As a 
result, the chances of investment in children are extremely low. In other words, 
there are so many children that not enough community resources in terms of food, 
clothing, shelter, education and training can be devoted to the individual child to 
make that child a more efficient producer in the next generation of producers. Thus, 
a vicious circle perpetuating poverty and underdevelopment sets in as a barrier to 
progress, i 

Human investment: The problem then is not only of raising the level of investment 
but even more importantly of making it more productive. The answer lies in allocating 
more resources for investing in children as the principal means of breaking out of the 
poverty syndrome. 

A palais approach to the same problem is, of course, to reduce the number of 
children yet to be born. However, poor families are caught in a trap. They need many 
children so that at least some survive to help with the work and provide security to 
parents in old age. But by having more children families share fewer assets and less 
income per person. The only way out of this situation is to have fewer, but more 
Productive children. We advert to this aspect a little later. ‘ é 

In this perspective, because “human investment” —rather than physical capital 
accumulation—is the essential basis for higher productivity, the truest investment of 
any community, rich or poor, developed or underdeveloped, capitalist or socialist, 
ancient or modern, is the investment in its own children. i j j 

Grim situation: In fact, the broad situation of developing countries today is 
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disturbing. Nothing captures the crisis in human development so much as the daily 
death of some 40,000 children and disability to a similar number of them, mostly in the 
developing countries. Apparently there have not been enough ‘resources’ available for 
the developing countries to ensure the survival, development and protection of all 
children, or even a majority of them. Estimates suggest that only a minority grow up 
into healthy, productive adults. Is there a means to begin a process of turning this trend 
around? 

Consider the economic need to arrest and reverse the process of degradation 
highlighted by the effects of poverty visiting massively on children in the form of 
malnutrition, infection, disease, disability and death, not to speak of the illiteracy, ill- 
health and isolation suffered by their mothers. In many countries, there have been 
substantial cuts in investment resulting in reduction in expenditure in the social sectors, 
together with diminishing standards of nutrition. This undermines human capacities, 
the most important asset a country possesses. 

A large part of the developing world is currently caught in an economic crisis 
following the fall in commodity prices, rising debt service burden and decline in real 
capital flows. The human costs of the consequent financial adjustment processes are 
unacceptable from a humanitarian perspective. Nor can they be accepted, as we have 
argued, from an economic perspective. Reductions in expenditures on the social 
sectors—and the waste of human potential and human capacity associated with 
unemployment—will have long-term negative, sometimes irreversible effects on the 
productive potential of the economy. The health, knowledge, skill and participation of 
all of the active population are essential for economic growth. 

Adjusting to economic crisis: Economic policy options at both the country and 
international levels must ensure that the objectives of financial adjustment pro- 
grammes in response to recession achieve economic growth while at the same time 
protect and promote human development and pursue equity-oriented goals. Trans- 
lated to the field of basic needs of children, this means that the response of governments 
to reduced resources due to adverse economic factors should take into account its 
social impact on children, particularly from low-income groups, in order to ensure that 
basic services for them, (including food, nutrition, water, health care and learning 
opportunities) do not fall below the essential minimum. 

The elements of this objective are mutually supportive and not in conflict. Medium- 
term external stability requires an expansion of exports and of import substitutes. Both 
demand a flexible, educated and employed work force. Policies promoting small-scale 
production—especially agriculture and industry in the rural and urban areas—will 
generally help to promote growth, save on imports and also raise the incomes of the 
poorer sections of the population. Deflationary stabilization—typically achieved at 
the expense of the most vulnerable human beings—can bring only short-term relief to 
the balance of payments while undermining medium-term prospects and political and 
social support for the relevant programmes. 

Political willingness: The problem is not one of a technical conflict among competing 
objectives, but one of political willingness to take the necessary actions within the 
developing countries themselves and within the international community. 

The basic approach of UNICEF to issues of child survival, development and 
protection has been, and is, to assist in enhancing the knowledge, confidence and 
capacity of parents, the community and national governments, in resolving the 
immediate situational causes of death and disease of children as well as the deeper 
structural reasons for their lack of development. Tackling the former need not wait 
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upon coming to grips with the latter. Seen in this light, priorities do not clash, only the 
time frame differs. There is indeed a moral-intellectual confluence of the humanitarian 
and developmental streams of effort. 

Uniquely, the development of children embraces a spectrum of basic needs and 
therefore of basic services. To be effective, these have to be concurrently available to 
the same child. Some of them can be established faster than the others. And those that 
have longer gestation, as well as those relevant to preventing imminent death or 
disease, have all necessarily to be begun at the earliest possible moment. The possibility 
of this happening is linked to public consciousness and action as well as state policies 
and programmes. 

Example of health: Let us take the example of basic health services for children. 
There is a change in the perspective of the supply-demand equation when the nature of 
health care shifts from the negative to the positive, from treatment and cure to 
prevention and promotion. While the demand for cure comes easily from a person in 
sickness, the demand for prevention of disease and promotion of health has to be 
consciously created in a person who is not sick. For example, a mother may have to be 
persuaded to forego a day’s work or earning, to take her healthy and active child for 
immunization which may, incidentally, carry an unwelcome, if small and temporary, 
side-effect. This implies a change of culture, from the passive and fatalistic to the active 
and farseeing. It is here that social learning processes through social communication 
provide the trigger for change and also a guide through the development path. 

Fortunately, the technologies now available to ensure child survival and protection 
are not capital-intensive. Prevention of childhood diseases through immunization is 
surely the most cost-effective of health interventions. Diarrhoeal dehydration and 
death which occur extensively among children below five years, can be stopped by the 
simple and inexpensive procedure of oral rehydration. The damage to brain 
development which occurs on a large scale in many developing countries due to a 
deficiency of iodine in the food can easily be controlled by a relatively modest 
investment to iodinate edible salt. A similar effort is possible to fortify foods of 
common consumption with iron, to overcome iron deficiency anaemia which is 
widespread among children and adults in developing countries. Likewise, the 
consumption of natural foods containing vitamin A as well as supplements of it for 
young children can prevent negative effects on children ranging from susceptibility to 
infection, to blindness. This action involves only modest financial investments. A 
degree of care during pregnancy, at birth and in the perinatal period can prevent a 
number of setbacks which result in injury to the child as well as the mother. Once again 
this is feasible at modest cost, by transfer of knowledge from the health professional to 
the community level worker, as members of an organized team. 

These are short term interventions, yielding quick and high returns in terms of child 
health and development, other factors remaining the same. The technologies involved 
are within the reach of developing countries and well within their resource capabilities. 
What is needed is a political decision to redirect expenditure appropriately between 
and within sectors, as well as to reduce waste. In the health sector, for example, a full 
immunization programme in one country was paid for by postponing expenditure on 
an urban hospital for five years. Most countries could effect major internal adjustment 
with only minor inconvenience, thereby contributing to achieve priority goals for 
children, 

Synergistic effects: It is not claimed that these short term, fast-acting and high- 
yielding health interventions will by themselves fully assure child health and 
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development over the longer term which require sustained inputs in fields like 
education, nutrition and sanitation. But, successfully carried through, the short term 
interventions'accelerate those with longer gestation, because of the positive synergism 
between them, such as absorption of food and absorption of learning. In another 
perspective, children could gain access to the right to freedom from disease without 
having to wait for the lengthy process of economic development. 

What is the basis of the success already achieved by many countries in short-term 
child health interventions like immunization and oral rehydration therapy? Side by 
side with a supply breakthrough—through better product, better logistics and better 
training—it is feasible to achieve a demand breakthrough by virtue of higher political 
will and more efficient management, effective resource mobilization and social 
communication. Remarkable results can be, and have been, achieved for infant and 
child health in fields like promoting breastfeeding and proper and adequate food 
supplementation at the weaning stage—at practically no or little extra cost—by 
empowering mothers with just the right knowledge. 

By this process of empowerment through knowledge, the potential of people will 
have been liberated from constraints to possibilities. Social energy will have been 
released to increase the chances of overcoming the deeper structural causes of poverty. 
The social dynamics generated by successful short term interventions accelerate 
progress towards literacy and education, food security and nutrition, self-reliance and 
endogenous development. 

This principle is exemplified by the design of development envisaged by the concept 
of primary health care which WHO and UNICEF helped to articulate at Alma Ata in 
1978. The concept includes education concerning prevailing health problems and 
methods of identifying, preventing and controlling them; promotion of food supply 
and proper nutrition; an adequate supply of safe drinking water and basic sanitation; 
maternal and child health care including family planning; immunization against the 
major infectious diseases and prevention and control of endemic diseases. The concept 
and its effective application imply a measure of redistribution of resources as a 
necessary investment in the goal of access to health for all, beginning with children. 

Experiential wisdom, across developing countries, points to the need for a 
simultaneous and integrated effort to improve the health and development of children 
and to limit the size of the family. The two-way relationship between the well-being of a 
family and its size is clear: a small family is able to bring up its children better; and 
conversely when children are looked after and seen to be healthy and growing, parents 
are likely to be persuaded, more easily than otherwise, to space births or not to have 
more children. While it is known that socio-economic development is the most potent 
force in bringing down the death rate and, after a time, the birth rate, the challenge 
today is to compress this time lag. This, we submit, would be possible by accelerating 
child survival and development strategies, side by side with propagating and extending 
family planning. 

Clearly, the resources for child health transcend the conventional health sector. A 
multidisciplinary trans-sectoral approach to child health and development implies 
national economic planning with the highest priority to development of and for 
children. This is an imperative of human resource development. It also implies strong 
political direction for increased investments in children for more efficient application 
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of resources, decentralized delivery mechanisms, full use of both the traditional and 
modern sectors of communication to disseminate information related to the survival, 
development and protection of children, meaningfully, widely and rapidly. And, it 
implies the use of available low cost technologies and organizational options including 
community resources and community organizations in both the formal and informal 
sectors. 

We have tried to show that even in a less than bright economic setting, the resources 
for human development, right from childhood can and must be found. The quantum of 
resources needed is within reach, provided the political decision and the public will to 
work are forthcoming. The social transfer of resources to reach the unreached is an 
investment in the future and founded in the overriding ethics of the continuity of a 
national community as a viable economic unit. The process of socialization must be 
extended to the critical needs of development of children. 

The European parallel: Over the past decades in the industrialized countries of west 
Europe, the basic human needs have been effectively met by free and compulsory 
education and social security. The public policy to prevent human misery through the 
social security act meant the socializing of human risks, be it sickness, unemployment 
or old age—in the interests of national solidarity. This scheme in fact yielded a high 
return even in economic terms due to a sustained increase in labour productivity, let 
alone the general improvement of the quality of life and social equity. The significance 
of this social breakthrough is not diminished by the subsequent fact that the cost of this 
mechanism for social transfer leading to income redistribution and protection of the 
vulnerable, became in some countries as high as 18-20 per cent of the gross national 
product. 

Growth with change: The developing countries today are subject to a continuing but 
silent drain on the quality and productivity of their human resources. But they can stem 
this trend without having blindly to imitate costly western approaches to social security 
or health insurance. Not all options of growth with change are costly. For example, 
reforms to the land and tax systems can increase yield without increasing costs. 
Imaginative use of communication through available channels, traditional and 
modern, can dramatically enhance health and productivity. It is only logical for all 
countries to prefer low cost technologies as preventive alternatives to unsustainable 
curative approaches. And, finally, developing countries could, with advantage, take 
particular care in preserving as much as possible their own traditional non-monetized 
systems of social security built into the close-knit institutions of the family and the local 
community. All of this has a direct or indirect bearing on meeting the multiple needs of 
children. 

The South Asian challenge: Taken together, South Asia has the largest single 
segment of the world’s child population; it has one of the lowest per capita incomes 
and one of the highest levels of infant mortality rates. All the same, the governments 
have shown a determination to overcome the obstacles in the way of development of 
children and to do so in the next five to 15 years. What has given them the confidence to 
plan and work for a set of proclaimed targets is the successful example of many parts of 
the South Asia itself, in each of the seven countries, on the initiative of the 
governments, and of voluntary effort and sometimes, even more happily, jointly by 
them. 
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14.3 The human factor 


APAN has set an example, to both developed and developing countries, of equal 

and parallel attention to economic growth and social values. These inter-related 
aspects of development are richly preserved by Japan through a variety of close-knit 
institutions. For these we have nothing but admiration. 

We would like, on this occasion, briefly to indicate what UNICEF is attempting as a 
catalyst of development. We argue that there is a need to develop a new ethic for 
children; to show that the survival and development of children is good ethics as well as 
sound economics. For that very reason young business leaders, everywhere, should, in 
our view, adopt a new approach and assume a dynamic role in assisting to elevate the 
priority for children in the processes of development planning and practice. More 
resources are needed for the development as well as protection of the world’s children. 
However, that will happen only if there is stronger conviction and commitment to the 
cause of children than there is today, on the part of those who influence or take policy 
decisions, in and outside government. 

Population and development: Let us place this issue in perspective. For children to 
develop, as each parent wants, their chances of survival must first improve. Today, an 
estimated 40,000 children die every day, the vast majority of them in South Asia, sub- 
Saharan Africa and parts of Latin America. This adds up to a good number of 
Hiroshimas recurring each year. But this is not all. In many developing countries, of 
those children who do survive, only a fraction grow up in sound health to become 
productive and socially useful citizens. 

There are two aspects to this situation that we would like to touch upon. The more 
children die, the greater the compulsion of parents to insure against such adversity by 
producing more and more children. This is a key issue on which the success of 
population planning hinges. There is very strong evidence that family size reduces as 
child survival is assured. In other words, parents will have fewer children if they are 
convinced each will survive. 

An allied aspect is the rather grim arithmetic of comparative population growth 
trends between industrialized and developing countries. Some twelve years ago, 
children from Europe, North America and Japan accounted for about a third of the 
world’s child population. At current birth and death rates, that proportion is predicted 
to decrease to about 5 per cent 25 years from now. At that time the world’s population, 
(already five billion), will have increased to seven billion. As we ponder over the 
meaning of these data, the risk of showing little concern for the development of 
children everywhere becomes clear. If the children of the whole world are not fed, not 
nurtured, not educated and not permitted full opportunity for growth and develop- 
ment, the consequences for the relative few in the industrialized countries are likely to 
be extremely uncomfortable. 

From what we have noted, we can draw a couple of inferences: 

— The future of the world, as represented by the prospects for children, requires a 
natural fusion of altruism and self-interest. 

— When we focus on children in our development planning, we are not merely 
preventing suffering or death but at the same time helping to promote growth and 
development and to make a direct attack on poverty itself. 

— A third inference is that development, which necessarily begins with children is, like 
peace, indivisible. 

Basis of mandate: These are among the founding principles of the UNICEF 
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mandate on behalf of children. We are sure you share our perception that the human 
condition in large parts of the world today suggests that economic development has 
substantially neglected the human factor—which is the ultimate objective as well as the 
main instrument of development. 

This is the predicament in which most developing countries have come to emphasize 
the role of “human capital” in the development process as a planning priority. That is 
to say, better education, better training, better health and better nutrition have a 
positive and decisive effect on productivity. But how can an underdeveloped economy 
afford to finance improvements in education, nutrition and health? 

This question needs to be squarely faced. Even more than resources, it demands a 
redefinition of what is current consumption and what is investment for the future. We 
would submit that expenditure on social factors of development must be considered as 
investment in the quality of life of all human beings, right from the earliest childhood. 

Not all factors of development call for heavy investment. For instance, health care, 
personal hygiene and environmental sanitation are possible at affordable cost. For 
example, the cost of immunization is small compared to the costs of not immunizing, in 
terms of death, disease and medical expense. Breastfeeding and physical exercise are 
free of cost. It has been shown that modern technology can be made to subserve the 
basic needs of low-income groups. Examples are oral rehydration therapy, iron 
fortification of food and iodation of salt to prevent and treat dehydration and iron and 
iodine deficiencies which are extensive in developing countries. Social communication 
and mobilization are even more important than material and financial resources, 
however much these too may be needed. 

Assisting the human core: The concept of development assistance, within and 
between countries, through multi-lateral or bilateral channels, from official or other 
sources, will have to evolve to respond more adequately to the needs of children. For 
instance, only a very small percentage of international development assistance today 
goes to build up “the human capital.” 

A correction of the imbalance in the pattern of development assistance would pull in 
the same direction as some of the other planks of the new ethic for children which we 
mentioned earlier, namely: 

~ priority in national planning for children; 

~ universal coverage by services for children; y 

~ sharing and application of technical knowledge relevant to children through social 
communication and community action. 

In spreading and strengthening a new ethic for children, beyond Japan, you have a 
crucial role. On your success will depend whether the human factor will be restored to 
its rightful place at the heart of the development process, whether development itself 
will subserve the hitherto elusive ideal of human identity and global peace. 


14.4 Preventing human depletion 


Amy reason for our participation is the existing base and promising prospect 
of cooperation between Jaycees and UNICEF across the world. To cite an 
example, the recent Jaycees regional conference in Mauritius not only affirmed support 
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in preventing needless death of some three million African children each year, but asa 
first step in pursuit of this decision, also began a working relationship with UNICEF 
offices in all African countries where Jaycees have a presence. Similar initiatives have 
since been taken in Asia, Europe and America. 

We will try to trace the common track ahead of our two organizations, and to share 
with you some thoughts flowing from our experience. 

Of all the problems besetting children, nothing argues the impelling urgency for 
organized action worldwide as tellingly as the unexpected human consequences of the 
everyday occurrence of common diarrhoea among infants and young children. 

It appears that the problem is so familiar that even parents do not take an episode of 
diarrhoea seriously—until the child has visibly lost quite some weight and strength. 
Global statistics from field studies tell us that parents often stir themselves when it is 
too late for the child to be protected by simple procedures. So the child is rushed at the 
eleventh hour to a hospital, for intravenous therapy, possibly with doses of antibiotics 
against infection. This is not, of course, the best response, but even this presumes easy 
access to a medical facility. 

A global perspective: Consider the incidence of childhood diarrhoea worldwide and 
its implications for young children. Globally, there are over a thousand million 
diarrhoeal episodes each year. The number, out of these, that do become near-fatal 
may be small as a proportion, yet large in absolute terms. For, we have the evidence 
that diarrhoeal disease accounts for about 30 per cent of all children admitted to 
hospitals and about 40 per cent of all out-patient visits to clinics and health centres in 
the developing world. 

However, across the vast stretches in the southern hemisphere, there is usually no 
hospital, health centre or doctor anywhere in the neighbourhood. What is the fate of a 
young child in such a situation, fighting a losing battle against the consequences of 
diarrhoea? Once again, the statistics are telling. An estimated 5 million children under 
5 years of age—about 10 every minute—die as a consequence of diarrhoeal disease. At 
least an equal number are pushed deeper into malnutrition by bouts of diarrhoea. 
These lives are extinguished, or imperilled, mostly in the developing countries, and 
within these countries, in poorer families. Do we have to wait to do something about 
this, until material growth and development reaches a stage when poverty itself is 
eliminated? To look at this issue from another angle: Can the process of development 
be founded on a steady depletion of the human capital, which is, after all, the most 
important factor of production? 

The answers are clear. The basic standards of nutrition and health of children and 
their families have to be assured, as a fundamental first step of their development. Let 
us note at this point that the principal means of doing so is education. The most hopeful 
message that we can convey is that the process of building up education, nutrition and 
health in communities with low incomes and poor access to viable services, has been 
proved possible of fulfilment—even in times of economic constraint. 

Let us illustrate by picking up the same example of managing childhood diarrhoea. 
We have noted how a common, in fact self-limiting disorder like diarrhoea can end up, 
in the aggregate, as a massive recurring death toll. Statistics apart, the trauma of a 
family losing a young member becomes an irony in that a simple condition like 
diarrhoea has led to it. And the tragedy or its threat triggers the anxiety to have more 
children in the hope that some will survive. 

Infection and malnutrition; Mismanaged or neglected, childhood diarrhoea is a 
classic case of the destructive alliance between infection and malnutrition. Diarrhoea 
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by itself, is not fatal, even in young children. But the dehydration which accompanies 
diarrhoea, represents a loss of essential water and salts from the body. This is a 
nutritional drain. Further if the child is denied food, during the period of illness, which 
is often the case because of wrong advice, the nutritional deprivation is all the greater. 

Consider the chain of cause and effect around the young child from a poor family in 
the rural interior or urban slum. To start with, the child’s body has but few reserves to 
draw upon in case of an emergent demand on its energy. This can be traced to a 
combined lack of minimum income and relevant knowledge. For example, a depressed 
socio-economic status, denial of breastmilk and unsound weaning practice often go 
together, as a result of both helplessness and ignorance. This situation is ripe for 
infection, most commonly diarrhoea. 

The specific sources of diarrhoea are easily identified: among them, commercial milk 
prepared with less than due precautions, dirty hands while feeding the child, denial of 
antibodies available in colostrum (which is often discarded as unsuitable breastmilk), 
unsafe water, unclean utensils, unhygienic surroundings, rapid disease transmission 
from over-crowding of large families in small space. 

Infection in a child, especially one of subnormal nutrition, decreases the appetite, 
burns up energy stores and makes the child prone to dehydration. Nutritional 
depletion is accompanied by further infection. Even if food is available the child does 
not accept much. In addition to the massive number of deaths resulting from 
diarrhoea, there is probably an even higher magnitude of childhood malnutrition 
perpetuated and aggravated by diarrhoeal recurrence. Such a condition at an early age 
can, and often does, have irreversible consequences adverse to the child’s development. 

Can something be done? We return to the earlier question: can something be done 
about this daily degradation of the human potential? The answer is: yes. Diarrhoeal 
dehydration can easily be prevented, even treated, at home by poor illiterate parents. 
They can also be persuaded that continued feeding during diarrhoea is both necessary 
and possible: possible, because the absorptive and digestive capacity is not lost during 
diarrhoea; and necessary because nutritional depletion has to be prevented as the first 
Step of diarrhoea management. The absorption of salt as well as water which are lost in 
Stools, or as vomit, can be ensured if they are taken, in appropriate proportion, along 
with sugar. It is thus possible to prevent or correct the dehydration consequent on 
diarrhoea, i i 

An estimated 60 to 70 per cent of diarrhoeal deaths are caused by dehydration. This 
is the perspective in which the well-known British medical journal— Lancet wrote in 
1978: “The discovery that sodium transport and glucose transport are coupled in the 
small intestine so that glucose accelerates absorption of solute and water was 
potentially the most important medical advance of this century.” As far as we are 
aware, this assessment has not as yet been overtaken by another medical discovery of 
comparable social relevance. s 

We need not go into technical detail but it is clear that oral rehydration therapy 
(ORT)isa simple, inexpensive and effective intervention. However, ensuring that itis 
widely available and widely used is a major public health challenge. The technological 
breakthrough it represents offers an important new possibility of reducing the number 
of deaths in children because it can be used throughout the health care system and can 
even be administered in the home by members of thë family. : 

Presently WHO and UNICEF as well as numerous international, bilateral and 
voluntary agencies are collaborating with governments in many.countries in establish- 
Ing national primary health care services which include diarrhoeal disease control 
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programmes with ORT as a cornerstone. More and more people, including policy- 
makers, professionals and parents, recognize the value of ORT. It is so effective that it 
is being used in the world’s sophisticated hospitals, so simple that it can be used by 
people in their own homes and so inexpensive that it can be afforded by almost every 
family, 

Let us clarify that the principle of oral rehydration technology to prevent 
dehydration and death has been known fora long time. Empirically, it is in one form or 
another part of the traditional art of healing in most parts of the world including Asia. 
It is another matter that this principle has gone into disuse, largely from the impact of 
certain commercial aspects of latter-day medical practice. 

Science for the poor: The scientific revalidation and acceptance of the oral 
rehydration therapy is however recent. This is as welcome as the parallel understanding 
of the extent and severity of diarrhoeal dehydration, in the national and global 
contexts. The time is thus ripe to mount a decisive assault on a hitherto under-rated 
public health problem. This can be done, and as we shall briefly indicate, is being done, 
by transferring the knowledge, skills and confidence to mothers and families even in 
remote villages for intervening on their own initiative whenever diarrhoea occurs. This 
educational process of communication has necessarily to spread in ripples starting 
from medical scientists, moving through the practising professionals and the front-line 
health workers to reach the mother in the household. Governments by themselves, or 
with the help of international organizations cannot achieve this task. The generality of 
the people have to be involved, in a process of mobilizing public opinion and the 
resources of the local, national and international community. This calls for a coalition 
of concerned allies on the one hand, as well as an intermeshing of programmes under 
the primary health care umbrella on the other. ORT could be a good starting point for 
this global ambition. 

Recent trends justify our hope. Since 1984, ORT has begun to move beyond 
demonstration projects to produce substantial results on a larger stage. During 1986 
some definite achievements have been registered. For example, the technique of oral 
rehydration is now being used by an estimated 12 per cent of the world’s families. This 
proportion could be raised to at least 50 per cent of the world’s parents, by 1990, saving 
the lives of approximately 1.5 million children a year. Within a decade, virtually all 
parents could be empowered with the knowledge to use ORT. The annual toll of child 
deaths from diarrhoeal dehydration should then be reduced by more than 3 million. A 
hopeful beginning has been made possible by impressive achievements in countries like 
Bangladesh, Bolivia, Burma, China, Egypt, Nicaragua and Tunisia in each of which 35 
per cent or more of the parents are estimated to be using ORT for their children during 
diarrhoea. According to estimates, the 20 per cent mark has been passed in Ethiopia, 
Haiti, Honduras, India, Indonesia, Pakistan, the Philippines and Thailand. 

Even progress: The prime mover of this progress has been a strategic combination of 
mass media messages, retraining of health workers and increased. production and 
distribution of oral rehydration salts. The quantity of glucose-based oral rehydration 
salts produced globally has increased from 50 million packets in 1981 to over 300 
million in 1986, a packet corresponding to a litre of the solution. Some countries like 
Bangladesh are, in addition, trying out alternatives like rice-based ORS, with good 
result. Hundreds of thousands of village level health community workers have been 
trained in ORT in many developing countries. And the process is continuing. 

All these constitute but a bold beginning. The journey ahead is more challenging 
than the distance as yet covered. For the indications are that only about 25 per cent of 
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the developing world’s clinics and health centres have stocks of ORS and persons 
trained in ORT. Worldwide, the majority of physicians, community health workers 
and pharmacists do not either know about, or accept, ORT. Harmful or useless drugs 
continue to be prescribed for diarrhoea. Many mothers are still advised to withhold 
food during diarrhoea. Perhaps, the principle involved in ORT is so elementary that it 
takes an effort on the part of the health professional to accept it in theory and adopt it 
in practice with a seriousness appropriate to its validity and usefulness. 

What is possible does not always happen. There is growing awareness about the high 
incidence of diarrhoea and its multiple consequences such as retarded growth, reduced 
learning capacity, weakened nutritional status, load on health delivery systems and 
budgets, disincentive to limiting family size, lowered quality of life and premature loss 
of young lives. All the same, not enough is done about applying oral rehydration on a 
scale commensurate with the magnitude of the problem. 

Quite apart from the physical, motivational and budgetary limitations of conven- 
tional health care systems, we come up also against the reluctance (or even resistance) 
of the mother to feed her child during a spell of diarrhoea. At the level of her 
understanding, the mother has her plausible reasons for the denial of food and fluid to 
her child. If the child dies even as she waits for diarrhoea to stop, she remains unaware 
of cause and effect. 

Making mothers aware: This brings us to the need for enhanced awareness in 
mothers of what can be done by them at the place and time diarrhoea strikes. But 
before we try to transmit messages to the mother, we must listen to her explanation of 
her own beliefs and perceptions. We need first to observe how the mother behaves 
when diarrhoea strikes her child. We need to understand why she behaves the way she 
does. Generally her behaviour is determined by the culture of which she is a part. The 
appropriate behaviour has to be woven into this cultural fabric as a fresh and valued 
part of it. That way behaviour change has a chance to happen and once it happens, a 
chance to endure, 

Behaviour change is not easy to bring about. That is where social mobilization 
through individual and team effort comes in. Person to person contact, household by 
household, may be necessary in each village or slum community. Simultaneously, 
messages need to be beamed, through all possible media, both public and private, ina 
manner and with a content appropriate to particular audiences. The attractive 
economics of such effort would become obvious once we compare its modest cost with 
the cost of not doing anything about childhood diarrhoea, a cost that is incalculable in 
human and developmental terms. 

Community self-development: It is against this social background that all of us have 
to attempt to organize our efforts in order to communicate with communities about 
what they can do for themselves; and simultaneously to assist them in achieving that 
extra margin of result which they may not be able to bring about on their own. It isin 
this context that Jaycees, with thousands of members in many countries, can play a 
critical role in the child survival and development movement. Yours is an organization 
which brings together professionals from every field—people committed to service and 
to social development. The children that UNICEF serves, as well as those it cannot 
reach, need Jaycees in the frontline of support. We in UNICEF need you as advocates, 
as resource-raisers, and as promoters of the process of development. — } 

Specifically, may we suggest that in each country where Jaycees are active, particular 
Population groups in greatest need be identified. This could be followed by an analysis 
of the multiple basic needs of mothers and children, and a definition of the responses to 
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them by each of all those concerned—the community, the local and national 
governments, service agencies including the health and educational systems, non- 
government organizations, social science and scientific research organizations, 
professional bodies, business organizations, service-oriented associations like Jaycees 
and bilateral and international development agencies including UNICEF. 

Coalition of allies; Such a coalition of allies of children can proceed according to an 
action plan involving the people, particularly the mothers, to the maximum possible 
extent. The propagation of the knowledge and practice of ORT would be a national 
priority in all situations where diarrhoea or its threat is prevalent. We would even say 
that it should be a priority in all communities because dehydration can and does take 
place, even when there is no diarrhoea. ORT could, with global advantage, become 
part of our collective consciousness and social habit. 

A thrust in this direction involves, as we have tried to outline, professionally-backed 
inputs in planning, implementing and evaluating programmes with equal attention to 
production and distribution of ORS, social learning through communication, training 
of professional as well as community level workers, mobilization of financial and other 
resources and independent and reliable evaluative mechanisms. The aim would be to 
ensure, within a short period, that no child is dehydrated or dies from diarrhoea. 

Concurrent services: Such a mission could be coupled with other interventions and 
services basic to child survival and development, several of which have a preventive 
effect in relation to diarrhoea itself: safe water and clean environment, for example. 
This way a short-term intervention like propagating ORT could tie up with ongoing 
basic services towards longer-term development goals like improved productivity of 
the poor, participation by them in production processes relevant to their life, equitable 
distribution of economic growth and a full development of the human personality. 

We are sure that you have, and you will generate, practical ideas about organizing 
communities, about communicating messages to them, influencing policy-makers and 
acting in concert with other groups, accelerating the pace of the movement in the cause 
of children. Two years ago the United Nations and its member countries dedicated a 
year to Youth in the Service of Children. That ideal lives. 
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A. The rights of the child—The declaration 


Preamble 

Whereas the peoples of the United Nations have, in the Charter, reaffirmed their 
faith in fundamental human rights, and in the diginity and worth of the human person, 
and have determined to promote social progress and better standards of life in larger 
freedom, $ 

Whereas the United Nations has, in the Universal Declaration of Human Rights, 
proclaimed that everyone is entitled to all the rights and freedoms set forth therein, 
without distinction of any kind, such as race, colour, sex, language, religion, political or 
other opinion, national or social origin, property, birth or other status, 

Whereas the child, by reason of his physical and mental immaturity, needs special 
safeguards and care, including appropriate legal protection, before as well as after 
birth, 

Whereas the need for such special safeguards has been stated in the Geneva 
declaration of the Rights of the Child of 1924, and recognized in the Universal 
Declaration of Human Rights and in the statutes of specialized agencies and 
international organizations concerned with the welfare of children. 

Whereas mankind owes to the child the best it has to give, 

Now therefore, 

The General Assembly 

Proclaims this Declaration of the Rights of the child to the end that he may have a 
happy childhood and enjoy for his own good and for the good of society the rights and 
freedoms herein set forth, and calls upon parents, upon men and women as individuals 
and upon voluntary organizations, local authorities and national governments to 
recognize these rights and strive for their observance by legislative and other measures 
progressively taken in accordance with the following principles: 


Principle 1 

The child shall enjoy all the rights set forth in this Declaration. All children, without 
any exception whatsoever, shall be entitled to these rights, without distinction or 
discrimination on account of race, colour, sex, language, religion, political or other 
opinion, national or social origin, property, birth or other status, whether of himself or 


of his family. 


Principle 2 ‘ 3 : F 
The child shall enjoy special protection, and shall be given opportunities and 
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facilities, by law and by other means, to enable him to develop physically, mentally, 
morally, spiritually and socially in a healthy and normal manner and in conditions of 
freedom and dignity. In the enactment of laws for this purpose the best interest of the 
child shall be the paramount consideration, 


Principle 3 
The child shall be entitled from his birth to a name and a nationality. 


Principle 4 

The child shall enjoy the benefits of social security. He shall be entitled to grow and 
develop in health; to this end special care and protection shall be provided both to him 
and to his mother, including adequate pre-natal and post-natal care. The child shall 
have the right to adequate nutrition, housing, recreation and medical services. 


Principle 5 
The child who is physically, mentally or socially handicapped shall be given the 
special treatment, education and care required by his particular condition. 


Principle 6 

The child, for the full and harmonious development of his personality, needs love and 
understanding. He shall, wherever possible, grow up in the care and under the 
responsibility of his parents, and in any case in an atmosphere of affection and of moral 
and material security: a child of tender years shall not, save in exceptional 
circumstances, be separated from his mother. Society and the public authorities shall 
have the duty to extend particular care to children without a family and to those 
without adequate means of support. Payment of state and other assistance toward the 
maintenance of children of large families is desirable. 


Principle 7 

The child is entitled to receive education, which shall be free and compulsory, at least 
in the elementary stages, he shall be given an education which will promote his general 
culture, and enable him on a basis of equal opportunity to develop his abilities, his 
individual judgement, and his sense of moral and social responsibility, and to become a 
useful member of society. 4 

The best interests of the child shall be the guiding principle of those responsible for 
his education and guidance; that responsibility lies in the first place with his parents. 

The child shall have full opportunity for play and recreation, which should be 
directed to the same purposes as education; society and the public authorities shall 
endeavour to promote the enjoyment of this right. 


Principle 8 À 4 R 
The child shall in all circumstances be among the first to receive protection and relief. 


Principle 9 ma 

The child shall be protected against all forms of neglect, cruelty and exploitation. He 
shall not be the subject of traffic, in any form. y oo 

The child shall not be admitted to employment before an appropriate minimum age, 
he shall in no case be caused or permitted to engage in any occupation or employment 
which would prejudice his health or education, or interfere with his physical, mental or 


moral development. 
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Principle 10 

The child shall be protected from practices which may foster racial, religious and any 
other form of discrimination. He shall be brought up in a spirit of understanding, 
tolerance, friendship among peoples, peace and universal brotherhood and in full 
consciousness that his energy and talents should be devoted to the service of his fellow 
men. 


The General Assembly 

Considering that the Declaration of the Rights of the Child calls upon parents, upon 
men and women as individuals, and upon voluntary organizations, local authorities 
and national governments to recognize the rights set forth therein and strive for their 
observance. 

1. Recommends governments of member states, the specialized agencies concerned 
and the appropriate non-governmental organizations to publicize as widely as possible 
the text of this Declaration; 

2. Requests the Secretary-General to have this Declaration widely disseminated and, 
to that end, to use every means at his disposal to publish and distribute texts in all 
languages possible. 


20 November 1959 


B. Basic services—A strategy 


The strategy is based in the village or the urban neighbourhood. The villagers choose 
from among themselves people who could be “community workers”; the individual 
they regard as the best farmer, for example, or the person they most trust for health 
care, or one they naturally turn to for advice about raising their babies. These people 
are given brief, simple specialized training with other workers chosen from nearby 
villages or neighbourhoods. They return to their communities to provide basic services 
and to help their neighbours learn new ways of doing things: how to grow more and 
better foods, which local foods would be more nutritious for small children, how to dig 
a well or latrine, why it is important that water be safe and used for keeping the home 
clean, simple measures for preventing and treating diseases common in the area. 

The workers are of the community and provide their neighbours with services they 
want. Their neighbours, therefore, support them and participate in the activities. 
Something like this is going on, here and there, in many countries. In a few, this 
approach has evolved into a strategy for social development, either countrywide or in 
specific development zones. 

Community workers alone could not function effectively or for long, however. They 
must be part of a “system”’—part of the network of government services which have 
been augmented by auxiliaries, and reoriented to support delivery to the periphery. 
They are the outer ring of the national system for extending basic services into 
unserved or underserved communities. They are, in fact, the final step by which existing 
national services can be extended out to reach all those they are intended to serve. 
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How community workers can be organized as part of government services can be 
discerned in some of the common features of the successful experiences already under 
way: 

1. Community participation is the key to organizing and sustaining these essential 
services in the rural village or poor urban neighbourhood. The people of the 
community are encouraged to participate from the outset in identifying their needs, 
deciding priorities, planning the sequence of implementation and choosing from 
among themselves those to receive training as community workers. This helps take 
into account local traditions and establishes the responsibility of the community for 
supporting its own services. 

2. The priorities of the villagers or slum dwellers will suggest a natural sequence for 
beginning different community services. They should be planned in relation to each 
other and implemented as an integrated whole as soon as possible. These essential 
services include such activities as growing and storing more and better quality foods, 
nutrition education, safe water supply and waste disposal, simplified health care and 
health education, maternal and child health, family planning, measures to meet the 
basic educational needs of the community, and the introduction of simple technologies 
to lighten the daily tasks of women and girls. These various activities are mutually 
supportive. Piecemeal, fragmented services do not work as effectively. Often they are 
allowed to fall into disuse by villagers who do not fully understand them or are not 
caught up in the enthusiasm of self-development for their community. 

3. The government, in undertaking the extension of ‘essential services to those not yet 
served, usually builds on the existing network of services or on existing programmes in 
zones or development regions of the country. These can be expanded, using the 
community worker approach, based on community participation and support. Local 
situations will suggest opportunities for making the best beginnings. 

4. Building on existing services will require a reorientation of the government 
infrastructure to become supportive of the community services. The existing network 
of services comes to provide the direction, training, supervision, technical and 
logistical support, and referral services for the village and community workers. 

5. The network of regular government services will then need greater number of 
auxiliaries to free professional personnel for supervisory, training and other roles, and 
to support the community workers. 

6. While community involvement from the outset is essential to success, one stage 
obviously must precede this first step of implementation: commitment on the part of 
the national government to this strategy. There may be resistance, for example, from 
those who believe that services can only be delivered by fully trained professionals. If 
the approach is to succeed, there must be political will and determination to carry it 
through. Usually the programme can best be started in some areas, but the final goal 
should be to adopt it as a massive approach with the aim ultimately of reaching all 
those not yet served by essential services. 

_ While this approach draws upon experi 
single model for developing basic services. 
into account in the entire process of planning an 
Sought in local situations. However, much can al: 
information about current and future experiences. 


ences in a number of countries, there is no 
Local customs and traditions must be taken 
d development. Opportunities must be 
so be learned by exchange of 
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The General Assembly of the United Nations: 

1. Endorses the approaches to the expansion of basic services for children set forth in 
the annex to the appeal of the Executive Board of the United Nations Children’s Fund, 
entitled “Basic services for children in developing countries”, which embodies 
proposals for expanding children’s services in the fields of maternal and child health, 
nutrition, water supply, basic education and supporting services for women, utilizing 
the material and human resources available in developing countries, at costs which 
developing countries can ultimately afford; 

Resolution adopted on 28 November 1975 


The General Assembly: 

1. Urges the developing countries to incorporate the basic services concept and 
approach in their national development plans and strategies; 

2. Urges the developed countries and others in a position to do so to provide through 
bilateral and multilateral channels, including the United Nations Children’s Fund, 
external assistance to supplement the efforts of developing countries in launching or 
expanding basic services benefiting children; 

3. Urges the international community to recognize its responsibility for increased co- 
operative action to promote social and economic development through its support of 
basic services at the international and the country programming level. 

Resolution adopted on 21 December 1976 


The General Assembly: 

1. Commends the United Nations Children’s Fund for its initiative in regard to the 
elaboration and implementation of the basic services approach for children as part of a 
comprehensive development strategy; 

2. Urges developing countries that have not already done so to incorporate, as 
appropriate, this concept and approach in their national development plans and 
strategies; 

Resolution adopted on 15 December 1977 


C. Primary health care—The concept 


From the Declaration of Alma-Ata, 1978 


The International Conference on Primary Health Care, meeting in Alma-Ata this 
twelfth day of September in the year Nineteen hundred and seventy-eight, expressing 
the need for urgent action by all governments, all health and development workers, and 
the world community to protect and promote the health of all the people of the world, 
hereby makes the following Declaration: i 
The Conference strongly reaffirms that health, which is a state of complete physical, 
mental and social wellbeing, and not merely the absence of disease or infirmity, isa 
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fundamental human right and that the attainment of the highest possible level of health 
is a most important world-wide social goal whose realization requires the action of 
many other social and economic sectors in addition to the health sector. 

The existing gross inequality in the health status of the people particularly between 
developed and developing countries as well as within countries is politically, socially 
and economically unacceptable and is, therefore, of common concern to all countries. 

The people have the right and duty to participate individually and collectively in the 
planning and implementation of their health care. 

Governments have a responsibility for the health of their people which can be 
fulfilled only by the provision of adequate health and social measures. A main social 
target of governments, international organizations and the whole world community in 
the coming decades should be the attainment by all peoples of the world by the year 
2000 of a level of health that will permit them to lead a socially and economically 
productive life. Primary health care is the key to attaining this target as part of the 
development in the spirit of social justice. 


From recommendations of the Alma-Ata Conference. 


The Conference recommends that, 

- governments incorporate-and strengthen primary health care within their national 
development plans with special emphasis on rural and urban development 
programmes and the coordination of the health-related activities of the different 
sectors. 

~ governments encourage and ensure full community participation through the 
effective propagation of relevant information, increased literacy, and the develop- 
ment of the necessary institutional arrangements through which individuals, 
families and communities can assume responsibility for their health and wellbeing. 

~ national health policies and plans take full account of the inputs of other sectors 
bearing on health; that specific and workable arrangements be made at all levels— 
in particular at the intermediate and community levels—for the coordination of 
health services with all other activities contributing to health promotion and 
primary health care; and that arrangements for coordination take into account the 
role of the sectors dealing with administration and finance. 

~ primary health care should include at least education concerning prevailing health 
problems and the methods of identifying, preventing, and controlling them; 
promotion of food supply and proper nutrition, an adequate supply of safe water, 
and basic sanitation; maternal and child health care, including family planning; 
immunization against the major infectious diseases; prevention and control of 
locally endemic diseases; appropriate treatment of common diseases and injuries; 
promotion of mental health; and provision of essential drugs. 

~ governments promote primary health care and related development activities so as 
to enhance the capacity and determination of the people to solve their own 
problems. This requires a close relationship between the primary health care 
workers and the community and that each team be responsible for a defined area. It 
also necessitates reorienting the existing system to ensure that all levels of the health 
system support primary health care by facilitating referral of patients and 
consultation on health problems; by providing supportive supervision and 
guidance, logistic support, and supplies; and through improved use of referral 
hospitals. 
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— as part of total coverage of populations through primary health care, high priority 
be given to the special needs of women, children, working populations at high risk, 
and the under-privileged segments of society, and that the necessary activities be 
maintained, reaching out into all homes and working places to identify systemati- 
cally those at highest risk, to provide continuing care to them, and to eliminate 
factors contributing to ill health. 

~ governments undertake or support reorientation and training for all levels of 
existing personnel and revised programmes for the training of new community 
health personnel; that health workers, especially physicians and nurses, should be 
socially and technically trained and motivated to serve the community; that all 
training should include field activities; that physicians and other professional health 
workers should be urged to work in underserved areas early in their career; and that 
due attention should be paid to continuing education, supportive supervision, the 
preparation of teachers of health workers, and health training for workers from 
other sectors. 

— governments formulate national policies and regulations with respect to the import, 
local production, sale and distribution of drugs and biologicals so as to ensure that 
essential drugs are available at the various levels of primary health care at the lowest 
feasible cost; that specific measures be taken to prevent the over-utilization of 
medicines; that proved traditional remedies be incorporated; and that effective 
administrative and supply systems be established. 

— governments should develop the administrative framework and apply at all levels 
appropriate managerial processes to plan for and implement primary health care, 
improve the allocation and distribution of resources, monitor and evaluate 
programmes with the help of a simple and relevant information system, share 
control with the community, and provide appropriate management training of 
health workers of different categories. 

— governments elaborate without delay national strategies with well-defined goals 
and develop and implement plans of action to ensure that primary health care made 
accessible to the entire population, the highest priority being given to underserved 
areas and groups, and reassess these policies, strategies, and plans for primary 
health care, in order to ensure their adaptation to evolving stages of development. 

— countries share and exchange information, experience, and expertise in the 
development of primary health care as part of technical cooperation among 
countries, particularly among developing countries. 


Source: WHO, ISBN 92 4 1541350, Geneva, 1978. 


D. SAARC conference on children—A report 


The purpose of the Conference is twofold: to elevate the priority for development of 
children in public consciousness as well as in development planning; and second, to 
stimulate mutual cooperation among the SAARC countries in directions relevant to 


basic human development. 
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The report of the Conference consists of three parts: 
— An appeal to the second SAARC summit 

-= Background 

- Recommendations 


An appeal to the second SAARC summit 
This Conference believes that a SAARC COVENANT ON CHILDREN as out- 
lined herein would represent a historic initiative by the political leadership of SAARC 
contributing in substantial measure to the development of children in the region and 
thereby to mutual cooperation, collective self-reliance, peace and goodwill among the 
SAARC countries. In the name of children, the Conference appeals to the heads of 
state and government of the SAARC countries to consider and include in a declaration 
of the Summit, a SAARC COVENANT ON CHILDREN based on the following 
elements: 
~ Meeting the needs of all children is the principal means of basic human 
development. Children are therefore the highest priority in national development 
planning. 
~ The aim can be achieved only by enhancing public consciousness and by building a 
national political consensus on the rights of the child. 
~The priority for children will be infused in national policies in an inter-linked 
manner. Each government will evolve a unified national plan to meet the needs of 
the whole child and of all children, across the technical and functional sectors of 
education, nutrition, health, sanitation and communication. 
~ Based on these national plans, a set of time-bound regional objectives and goals will 
be discussed and agreed to among the governments of SAARC countries. 
~ For example, it is expected that universal immunization, a drastic reduction in 
diarrhoeal deaths by using oral rehydration therapy and iodination of edible salt 
will be achieved by 1990. 
~ There are aspects of children’s development which can be fulfilled before the year 
2000: such as, universal primary education, maternal and child nutrition, early 
childhood stimulation, safe drinking water and adequate shelter. 
~ The pivotal role in the process of human resource development belongs to the father 
and the mother, the family and the community to whom the coordinated services of 
government agencies, professional groups and voluntary organizations will be 
steadily channelled. The role of communication is crucial as the survival and 
development of children hinge on the parents’ access to knowledge of what is good 
for their children, A 
~ There will be periodic reviews of the situation of children in the SAARC countries, 
monitoring of programmes and exchange of experiences. 
~ An appropriate trans-sectoral SAARC mechanism will be evolved to enable the 
situation of children in the region to be reported to the Summit. é 
~ It should be possible to ensure at the end of this century, that no child need die or be 
denied development for reasons of material poverty in the family. 


Background ‘ 
1. As a result of informal consultations among the SAARC countries and UNICEF 


in each of the countries, the following proposals were made in a Paper: Children in 
South Asia, A development priority: 


~ Enhanced political priority for children in national development planning for 
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meeting, across functional or technical sectors, the basic needs of the whole child 
and of all children. 

— Discussion and agreement among the countries on a set of objectives and goals for 
improving the condition of children in the region. 

— Stimulating a process of annual review of the situation of children in the region, 
monitoring programmes for them and exchange of experiences on their develop- 
ment, by making the subject a regular item on the agenda of the SAARC Summit 
meeting. 

— A South Asian Conference on Children, during 1986—under SAARC auspices, 
and supported as required by the United Nations Children’s Fund—to discuss 
processes that can promote child survival and development and make practical 
proposals for achieving the above, nationally and through regional cooperation. 

2. Atits sixth session in Dhaka on 11 August 1986, the SAARC Standing Committee 
authorized India to host a Conference on South Asian Children in New Delhi before 
the second SAARC Summit. The SAARC Council of Ministers at its first session in 
Dhaka on 12-13 August 1986 endorsed the proposal to convene the Conference with 
the assistance of UNICEF. 

3. In pursuance of the decision of the SAARC Council of Ministers, the Government 
of India invited the other member countries to the Conference. The Ministry of Human 
Resource Development, Government of India, coordinated the Conference which was 
organized under SAARC auspices in cooperation with UNICEF from 27-29 October 
1986 in New Delhi. Two hundred and sixtyone participants from all the SAARC 
countries attended the Conference. The delegations from the countries were led by 
ministers responsible for various sectors of development. The participants represented 
a range of disciplines and fields of activity like education, health, nutrition, sanitation, 
water supply, other social support services and development planning. There was a 
substantial participation of development workers from the non-government organiz- 
ations as well. The participants were joined by their interest and experience in-basic 
human development. 

4. The participants shared the common concern that the situation of children in 
SAARC countries called for an urgent reappraisal of responses to it. For example, of 
some 34 million children born each year in the region, around four million do not 
survive their first birthday. Another two million die before they reach five years. And 
not all those who survive grow up into healthy, productive adults. Beneath this trend is 
a complex of allied factors related to poverty, such as malnutrition, ill-health and 
illiteracy particularly of mothers, common childhood diseases and various forms of 
child exploitation. While problems facing children differ among countries and 
communities in the region, they often stem from causes of similar origin and lend 
themselves to mutually supportive approaches towards durable solutions. 

5. Seven Country Reviews of the Situation of Children, one for each SAARC 
member country, were considered by the Conference. These were prepared by teams 
from each country with access to relevant information. In addition, an ‘Overview of the 
Situation of Children in South Asia’ was prepared by UNICEF. These eight 
documents formed basic references for discussion. Also, 38 Conference Papers were 
prepared by authors from the SAARC countries on topics relevent to development of 
children, Drawing upon the analyses in the Country Reviews, the Regional Overview 
and the Conference Papers, key issues were identified to focus discussion towards 


tical recommendations. 
a message from the SAARC Chairman, President H.M. Ershad was read out at 
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the Conference, the addresses at the inaugural session, and the statements by the 
leaders of delegations were recorded. 

7. There were seven conference themes, each taken up by a Working Group drawn 
from the seven member countries. Each Working Group had a chairperson, a vice 
chairperson and two rapporteurs. 


Working Group 1: Public policies for child development 
Policy perspectives, social values and human rights in relation to the child; access to 
services; the child in development planning. 

Working Group 2: Physical environment 

Life support systems, drinking water, sanitation, shelter. 
Working Group 3: Social environment 

Children in difficult circumstances, urban slums, child labour, child abuse. 
Working Group 4: Access to food 

Food availability, distribution, consumption. 

Working Group 5: Nutrition and child growth 

Maternal nutrition, infant feeding, iron, iodine and vitamin A deficiencies 
Working Group 6; Child survival and maternal health 

Priorities: Immunization, diarrhoea management, respiratory infections, parasites, 

mother and child in the primary health care approach. 
Working Group 7; Learning opportunities 

Preparation for school, primary education, learning for mothers. 

8. The Working Groups were invited to focus on specified issues in a trans-sectoral 
perspective of the whole child and in a context of inter-country cooperation and 
collective self-reliance. The discussion was designed to cover a range of issues relevant 
to child survival and development—from policies and priorities, through the fields of 
environment, nutrition, health and education, to strategies and structures for basic 
services, Concerns related to social communication, the crucial role of women and 
service delivery were clearly reflected in each of the Working Groups. — 

9. The report of the Conference was prepared by a Drafting Committee of seyen 
drawn from the seven member countries, and adopted by the concluding plenary 
session. 

10. The list of Officers of the Conference and the Working Groups and members of 
the Drafting Committee and the reports of the Working Groups are separately 
available. 


Recommendations 


Principles and Public Policies 
1. Children first 
The principle of CHILDREN FIRST needs to be imbibed by the development 
process through enhanced community consciousness, appropriate public policies and 
national planning. 
2. Trans-sectoral approach z 
Policies and programmes for the development of children have to outgrow the 
conventional compartmental approach and form an integrated strategy. 
3. Concurrent services 


The adverse situation of children in the SAARC region is largely caused by igno- 


rance and poverty manifesting themselves in low birth weight, malnutrition, ill-health, 
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growth retardation, slow-learning, low productivity, low earning capacity, and 
unemployment. Therefore, the response too has to be an inter-related cluster of 
sustained interventions focused on the mother-child life-cycle: for example, girls’ 
education; enhanced status of women; improved social and physical environment; 
food supplements; income opportunity; social support to saving time and energy; 
preparation for parenthood; birth spacing; care at birth; maternal care; breastfeeding; 
proper weaning and supplementary feeding; immunization against childhood diseases; 
management of diarrhoeal and respiratory illnesses; growth monitoring; and early 
childhood stimulation. Many of these concerns are easier, faster and more durably 
promoted together than separately. 
4. Community basis 

The basic strategy for organizing services for children has to be rooted in the 
community. The State needs to recognize and value the community’s processes and 
build on them through a decentralized design of social support services responsive to 
area-specific and people-specific needs with optimal use of local resources. 
5. Voluntary action 

All the countries in the region accord a substantial role to voluntary organizations in 
the context of development of children, It would help the development process if 
criteria are established for a viable partnership between government and non- 
government agencies, particularly at the community level. 
6. Planning 

The national planning for economic and social development should aim at meeting 
the multiple needs of children. This requires a strong political direction for increased 
investments in children, more efficient application of resources, decentralized delivery 
mechanisms, use of available low-cost technological and organizational options, 
including the informal sectors. The response of governments to reduced resources on 
account of adverse economic factors should take into account its social impact on 
children, particularly from low income groups, in order to ensure that services for them 
do not fall below the essential level. 
7. Social communication 

A favourable climate for the development of the child should be created by 
disseminating information related to the survival, development and protection of 
children, meaningfully, widely and rapidly. Community resources and community 
organizations in the region should be used more effectively, and strengthened, in both 
the traditional and modern sectors. 
8. Food security 

Member countries should coordinate their food and agriculture policies to ensure 
access to adequate food for all people in the region. 
9. Cooperation for self-reliance 

Member countries should initiate measures towards regional self-reliance in child- 
related areas like production of essential drugs and vaccines, sharing of technology and 
experience and collaborative research. 
10. Rights of the child 

The SAARC countries should provide support for an early conclusion of the 
Convention on the Rights of the Child at the United Nations Human Rights 
Commission. 
11. Collaboration for peace 

Successful action for children can be achieved only in an environment of peace in the 
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region. Member governments should promote mutual understanding, reduce spending 
on armament and increase investment in child development. 


Enriching the mother-child life-cycle 
The female child X 

1. Animprovement in the mother-child life-cycle should begin with the girl child. The 
neglect and discrimination she is subjected to are extensive. This bias is rooted in a 
complex set of social, cultural and historical factors. It expresses itself from birth, and 
with recent advances in determining the sex ofa foetus, even before birth. The male-to- 
female ratio is adverse in many parts of the region, which is reflected in female infant 
mortality. The degree of bias may vary but it exists at various levels, in rural and urban 
areas, inside and outside homes, at different stages in the girl’s life, affecting her 
nutrition, health, education, social status and economic position. 

2. The response to this situation should include a major effort to educate the parents 
and the community to accept boys and girls as equals. This process should reach all 
strata of society and not be confined to low income groups. 


The adolescent girl 

3. A focus for enriching the mother-child life-cycle is the mother-to-be, the 
adolescent girl. Up to a third or so of all children born in the SAARC countries have a 
birth-weight below 2500 grams. Priority for the nutrition, health and development of 
the adolescent girl is imperative for her to become a healthy mother capable of 
delivering a healthy baby. 

4. Special attention needs to be focused, nationally and collectively, on rapidly 
raising the educational status of girls. Examples from within the region show that this 
is feasible and sustainable and has positive impact on human and other development. 

5. The adolescent girl should be enabled to avail of learning opportunities, specially 
for the development of a self-image. Her burden of child care and domestic work 
should be reduced by providing supportive services and facilities. It is important that 
special education programmes are directed to adolescent girls to include not only 
health and nutrition education but also vocational training. This can prove to be of 
immense help in equipping them for the future and will also improve their economic 
status and decision making role in the family. 


Conception to birth f ak 
6. The mother and child must be seen as one, for purposes of shaping policies, 
strategies and service delivery structures. f t 
7. The relevance of child survival to limiting family size needs to be widely 


propagated, within a design that brings together birth spacing and maternal and child 


health into a single programme. It is significant that notwithstanding low per capita 
fant mortality and 


incomes, the region has examples of success in bringing down in i 
birth rates through a combination of educational and health services. 

8. The response to extensive iron-deficiency anaemia, particularly during pregnancy, 
could be consumption of iron-rich natural foods and iron tablets for vulnerable groups 
like pregnant women and growing children. The ongoing efforts to establish and 
expand safe and effective ways to fortify edible salt and food items like flour should be 
strengthened on a country-specific basis. Methods of moving ahead in all these 


directions could be considered for mutual cooperation among the countries. 
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9. The impact of endemic iodine deficiency during pregnancy and after birth on child 
growth and learning capacity is well known. On the strength of experience in the 
region, it should be possible to iodinate edible salt within the next five years. The 
modalities could be worked out in mutual consultation and support among member 
countries. 

10. A two-fold response to widespread vitamin A deficiency during pregnancy, 
infancy and early childhood is indicated: the consumption of natural foods containing 
vitamin A, and vitamin A supplements for young children. The production of 
appropriate natural foods and production and supply of vitamin A could be stepped 
up in mutual collaboration among the countries. 

11. Only a small proportion of pregnant women is immunized against tetanus. 
Neonatal tetanus is a major cause of infant death in the region. As part of a 
comprehensive programme on immunization, necessary steps need to be taken to 
provide access for all pregnant women to immunization by the end of the decade. 

12. An overwhelming majority of the 34 million births a year are not attended by 
trained persons, despite progress made in deploying public health workers and birth 
attendants. This situation contributes heavily to unacceptable levels of maternal and 
infant morbidity and mortality. A critical reappraisal and restructuring of maternal 
and child health services are called for. Environmental and personal hygiene, faster 
expansion of trained of traditional birth attendants and health and nutrition education 
for mothers are imperative. 


Infancy 

13. The SAARC countries are committed to accomplishing universal immunization 
of children and pregnant mothers by 1990 and sustaining it thereafter. The foundations 
have been laid. Plans are under implementation. Lessons are being gathered from a 
variety of environments. Experiences could be shared, and constraints identified and 
resolved. Ways of accelerating the process could be agreed upon in terms of awareness, 
training, supplies and technical support. 

14. The SAARC countries should at least halve the number infant and child deaths 
due to diarrhoeal dehydration, by 1990, acting in concert to propagate oral 
rehydration therapy at the household level, transferring knowledge related to home- 
made fluids, stepping up indigenous production and distribution of oral rehydration 
salts and promoting awareness of the correct use of this therapy. As part of the 
communication process, knowledge on prevention of diarrhoea, through safe water 
and personal hygiene, as well as knowledge related to the management of diarrhoea, 
has to be disseminated through complementary channels in a sustained manner. 

15. Acute respiratory infections are a major threat to infant and child life in the 
region. The member countries should accord high priority to the control of acute 
respiratory infections in national programmes, taking into account the reported 
success of effective early treatment through community level workers. 

16. The SAARC countries could implement by a stipulated date the principles of the 
International Code on Marketing of Breastmilk Substitutes and follow up with 
appropriate regulatory and educational methods to protect and promote 
breastfeeding. 

17. Malnutrition of infants and young children in the region is a consequence of 
material poverty and related to delayed weaning and inadequate foods. The main 
response will have to be an educational and demonstration effort to encourage home 
preparations using locally available foods. 
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18. Monitoring child growth from pregnancy through infancy and early childhood 
needs to be promoted as a universal practice in the region, not in isolation but as part of 
a composite scheme of literacy and education of mothers, infant stimulation, 
nutritional support and health care for the mother and child, environmental sanitation 
and personal hygiene. This cluster of priorities is to be reflected in the service delivery 
system. There are several examples of such services in the region. These could be 
expanded by SAARC countries, learning from one another. 


Early childhood 

19. The public distribution system for food should be reviewed with the aim of 
establishing countrywide networks with appropriate pricing systems and equitable 
attention to urban and rural areas to provide adequate access to food for low-income 
groups. This should be supplemented with health and nutrition education related to 
foods appropriate for children. 

20. Early childhood care and education should be accepted as a priority for universal 
application. 

21. Parasitic infection is extensive among children in the region. While treatment is 
indicated on a far greater scale than at present, preventive measures like protected feet, 
sanitation, and health and nutrition education have to be promoted and safe water has 
to be ensured. 


Primary school age 

22. A firm commitment by SAARC countries is required to achieve universal 
primary education before the year 2000. There is the opportunity and advantage of 
learning from one another’s experience. Appropriate changes in the content, process 
and system are needed particularly to relate learning to the improvement of factors like 
health, nutrition and sanitation which are support systems for primary education, as 
well as to enhance the capacity for productive work. This is riot a new direction and 
some work has been done in each country. What is needed is an acceleration of pace. 

23. Institutional capacity in the region for teacher training and production of 
learning materials could be strengthened and used in a flexible way towards agreed 
aims. The vast communication networks should be fully used for these purposes. 

24. The school system should be increasingly used for raising awareness on issues of 
child health and nutrition. 


Improving the Environment 


Physical environment A , 
25. There is a need for SAARC countries to reaffirm their commitment to assure 


safe drinking water for all at the earliest. In respect of water supply, a sharing of 
information on the distinctive experiences and strengths related to particular 
techniques, modes of construction, maintenance and community involvement, would 
stimulate the climate of cooperation. 

26. An allied field of inter-country cooperation is the communication effort 
necessary to make communities recognize the relationship between clean water and 
sanitation on the one hand and health and nutrition on the other. 

27. The central issue in sanitation is a change of habit on the part of the community. 
This can be promoted through social communication and demonstration projects. A 
network of knowledge, experience and skills could be usefully built up among SAARC 


countries. 
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28. Another area for exchange and cooperation would be a community-based, 
government-supported approach to the problems of shelter, sanitation, water and 
energy in urban slums which today pose a serious threat to children’s development. 
This has a special significance as 1987 is the International Year of Shelter for the 
Homeless. 

29. Facilities for day-care services and space for play, recreation and sports for 
children should become an essential part of old and new settlements. 

30. The deterioration of the physical environment leading to a decline in the support 
to children from natural life support systems like land, water, air and forest, are 
matters of growing concern. Often, forces of economic development accentuate these 
problems. The answer lies in striking a balance between economic and ecological 
considerations, taking into account social as well as economic costs in the present and 
for the future. 

31. A review by each country, and jointly among the countries, of the effects of the 
deterioration of the physical environment on the development of children, could 
strengthen policy insights for arresting or abating the damage to children. 


Social environment 

32. The moral and social values of the family as an institution should be preserved 
and protected from unwholesome effects of urbanization and alien cultures. This 
should be a concern of the systems of education and communication in each country. 
Rapid urbanization should be prevented by promoting effective regional planning. 

33. There are reports from several countries in the region of a deterioration in the 
social environment, arising from poverty, parental neglect and other causes. Millions 
of children in SAARC countries are exploited in many ways, child labour being the 
most pervasive. Most of these children are not protected by labour legislation. There is 
a close link between this phenomenon and dropping out of school. While it is 
important and necessary to bring an early end to child labour, attention has to focus on 
the basic needs of children currently working. The relevance of non-formal systems of 
learning is heightened in this context. 

34. Commercial advertisements should not be allowed to exploit children. 

35. Children should not be exploited for political purposes. 

36. Exemplary punishment should be given to adults who involve children in 
criminal and other perverse activities. Children who commit crimes should be placed in 
rehabilitation and correctional institutions. 

37. The SAARC countries should have a coordinated policy on prevention, 
detection and treatment of childhood disability and rehabilitation of the disabled child 
who should be integrated in the community and not treated in isolation. Greater public 
awareness and more funds from governments, institutions and individuals should be 
made available for these purposes. 

38. The problems of the neglected child as well as those related to use of tobacco, 
alcohol and dangerous drugs and child abuse are increasing in the countries of the 
region. These problems require new regulatory and educational measures. At the 
present stage, SAARC countries could share experiences on problems and solutions. 

39. There should be a strong adherence to basic values of peace, compassion and 
cooperation, to contain violence. The family, the community, the educational system 
and the media should promote these values in the minds of children. 


New Delhi, 27-29 October 1986. 


Appendices 371 


E. SAARC summit declarations— Excerpts 


Bangalore, November 1986 

“The President of Bangladesh, the King of Bhutan, the Prime Minister of India, the 
President of Maldives, the King of Nepal, the Prime Minister of Pakistan and the 
President of Sri Lanka assembled at the second SAARC Summit in Bangalore on 
November 16 and 17, 1986. 

“The Heads of State or Government recognized that the meeting of the needs of all 
children was the principal means of human resources development. Children should 
therefore be given the highest priority in national development planning. The heads of 
state or government underlined the importance of enhancing public consciousness and 
building a national political consensus on the rights of the children. 

“In this context they called for an early conclusion and adoption of the Convention 
on the Rights of the Child. They subscribed to the goals of universal immunization by 
1990, universal primary education, maternal and child nutrition, provision of safe 
drinking water and adequate shelter before 2000. They also believed that it should be 
possible to ensure at the end of the century, that no child need die or be denied 
development, for reasons of material poverty in the family. 

“They directed the Standing Committee to undertake annual reviews of the situation 
of children in the SAARC countries, monitoring of programmes and exchange of 
experience.” 


Kathmandu, November 1987 

“The President of Bangladesh, the King of Bhutan, the Prime Minister of India, the 
President of Maldives, the King of Nepal, the Prime Minister of Pakistan and the 
President of Sri Lanka assembled for the Third Summit of the South Asian Association 
for Regional Cooperation (SAARC) in Kathmandu from 2-4 November, 1987. 

“The Heads of State or Government welcomed the first annual review of the 
Situation of Children in the SAARC member countries. They reiterated their 
commitment made in the Bangalore Declaration to accord highest priority to the needs 
of children in national development planning and emphasized that more intensified 
action should be taken for the welfare and well-being of children. They further 
reiterated their call for an early conclusion and adoption of a United Nations 
Convention on the Rights of the Child”. 
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